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To the physician 
requiring a dependable 
Liver Extract for 


stimulating intensive 

erythropoiesis in macrocytic 
anzmias, Befolex, containing 
all the constituents of anti-anamic 
principle, offers an Ideal choice. 


Crude 
Liver Extract 


with folic acid 
and vitamin 8)2 


FOR INTRAMUSCULAR 
INJECTION ONLY 


Boxes of 2c. c. x 6 ampoules © Rubber capped vials of 10 c. c. 
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VITAMINS WITH FLAVOUR OF ORANGE 
AND TASTE OF HONEY 


and 120 c.c. bottles 


“It is better to preseribe Zoe ewok than 
too litle... Zae than too late” spies, 0. ; in Handbook 


of Nutrition, Am. Med. Assn. 


One C. B. TINA tablet B. D. supplies : 
Ascorbic Acic (C) 
Thiamine Mononitrate (8, ) 
Riboflavin (B,) ; 

Pyrdoxine Hydrochloride 
Nicotinamide .. 


ulcerative colitis, infectious diseases, haemorrhages, 
pre- and post-operative states, burns, schizophrenia etc. 
DOSAGE: 1 tablet twice daily. 

SUPPLY: In strip of 20 and bottie of 100 tablets. 


8 Complex Vitamins, Therapeutic), ....... 


| 
October 16, 1960 
ron . 
‘ 
4, 
Z, 
& VY WY ViaminA SOOOLU. 
Supplied in 60 c.c. 
Yy Wy 
THE CALCUTTA CHEMICAL 
CO., LTD., CALCUTTA-29 
= WIND PUB Se 
| 
“he! 
The Calcutta Chemica] Co,Ltd. 


J. 1. M. A. Advertiser 1 


TABLE OF CONTENTS 


ORIGINAL ARTICLES: Page CASE NOTES: 
1. Value of Pancreatic Function Tests in Cases 1, Abdominal Pregnancy—( Miss) V. N. Khare... 369 

The Diagnosis of Rheumatic Fever—Sujoy 


Page 


EDITORIAL : 
indications for Resection in Pulmonary Tuber- 
culosis—S. K. Basu Roychowdhury 
Sedimentation Rate of Stored Biood—WN. K. GENERAL PRACTICE DIGEST 
Satpathy and 8. Singh eee nate 
Jaundice in infancy and Childhood—B. A. CURRENT MEDICAL LITERATURE 
CURRENT TOPIC 


PRACTITIONERS’ SERIES: 
Convulsions in Children—S. S$. Manchanda NOTES AND NEWS 


SPECIAL ARTICLES: 
CORRESPONDENCE 
1. History of Surgery—R. N. Cooper eee 
2. The Role of Social Medicine in Medical REVIEWS 
Practice and National Planning of india 


Injectable Pernavit : vials of 10 mi. 
* and 10 vials of 10 mi. 


Pernavit Capsules : 24's, 50's and 500's 

Pernavit Oral : Bottles of 100 ml., 200 ml. 
and 2 Ibs. 

For rapid restoration of normal blood 

values in anaemias of varied etiology 
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GOVERNMENT OF INDIA 
NORTH EAST FRONTIER AGENCY 


ADVERTISEMENT 


Applications are invited for the following posts in the 
N.E.F. Agency from Indian citizens and persons of Indian 
origin migrated from Pakistan with the intention of per- 
manently settling in India or subjects of Nepal Sikkim 
or Portuguese or former French possessions in India. 
Posts are temporary but likely to be made permanent. 


PATHOLOGIST 1 No. 
ENTOMOLOGIST 1 No. 
CIVIL ASSTT. SURGEON 

GRADE (i!) 70 Nos, 


Posts are likely to be absorbed in the Central Health 
Service. Pay: Rs. 225-20-425-(EB)-25-600/- (to be refixed, 
on absorption to Central Health Service, in the scale 
Rs. 260-15-440-20-500/-) plus non-practising allowance at 
Rs. 100/- p.m. (subject to an upward revision at Central 
Health Service rate of Rs. 150/- or 25%, of pay, whichever 
ig more). Private practice of any kind is not allowed. 
Dearness allowance: at current Assam Government rates. 
A special pay @ 331/3%, of Basic pay subject to a mini- 
mum of Rs. 125/- and maximum of Rs. 250/- p.m. and free 
‘accommodation of a simple type will be allowed if posted 
in Tribal Areas within the Inner Line. Winter allowance 
@ 10%, of pay and special pay, if any, for five months from 
November to March while posted at places situated at 
altitudes of 4000 ft. or above. The Non-practising allow- 
ance to candidates applying for the post of Entomologist 
will be admissible only in case of Medica! Graduates. Posts 
of Civil Assistant Surgeon Grade I are in the combined 
cadre for Assam Rifles and North East Frontier Agency. 
Incumbents will be required to tour in the hills and per- 
form both medical and public health duties. Higher initia! 
pay may be granted to specially qualified and experienced 
candidates. 


Qualification : 

i) Pathologist—Must be a Medical Graduate having 
post-graduate degree or diploma in Pathology and Bac- 
teriology and should have previous experience in a 
Research Institution, 


li) Entomologist—Must be B.Sc. or M.Sc., in Medical 
Entomology from a recognised University with sufficient 
experience or Medical Graduates (MBBS), with adequate 
training in Medical Entomology. 


ili) a) Civit Asstt. Surgeon Grade (!)—Must be a Medical 
Graduate from a recognised University. 
b) Registered. 


MATRON : 

Pay Rs. 250-10-300 (EB)-12'/,-325/- special pay Rs. @ 
33 1/3%, of basic pay subject to a minimum of Rs. 50/- 
and maximum of Rs. 150/- p.m., Dearness allowance 
@ 17%:% of pay and Special Pay Messing allowance: 
Rs. 50/- p.m. Dhobi Allowance Rs. 2/- p.m. Uniform allow- 
ance @ Rs. 100/- for Ist year and Rs, 40/- for subsequent 
years and free accommodation of a simple type will be 
allowed. 


Qualification : 

Candidates must be matriculate and must have senior 
certificate in Nursing and Midwifery and should have 
experience as Ward Sister in a large hospital for at least 
5 years. Preference will be given to those who have post 
graduate diploma. 


SISTER NURSE: 

Pay Rs. 150-7',-210 (EB)-10-250/- special pay and other 
allowances as per Matron above and free accommodation 
of simple type will be allowed. 


Qualification : 

Candidates must be Matriculate and must have Senior 
certificate in Nursing and Midwifery and should have 
previous experience as staff Nurse in large Hospital at 
least for 4 years. 


NURSE (SR.) 

Pay Rs. 70-4-90-EB-4-110 (EB)-5-150/- plus Special pay, 
Dearness allowance will be admissible as per Sister Nurse. 
Uniform allowance @ Rs. 75/- for ist year and Rs, 30/- 
for subsequent years, Messing allowance @ Rs. 30/- p.m. 
Dhobi allowance @ Rs. 2/- p.m. and free accommodation 
of a simple type is also allowed. 


Qualification : 

Candidates must be of matriculation Standard and 
must have Nursing and Midwifery Certificates from a 
Registered Nursing Council. 

Age: 

Candidates for the posts of Pathologist, Civil Asstt. 
Surgeon Grade (I), and Entomologist (in case of Medical 
Graduates) should be within 28 years of age on the date 
of appointment. For all other posts, age should be within 
25 years. For scheduled castes/Tribes candidates age 
limit will be higher by five years. Upper age limit may 
be relaxed upto 45 years in the case of displaced per- 
sons from Pakistan and those already in Govt. Service. 


Applications containing following particulars (a) Name, 
(b) Father's Name, (c) Age on Ist September, 1960 (d) 
Marital status (married or single) (e) Community (f) Pre- 
sent address (g) Permanent address must be accom- 
panied by attested copies (showing the designation and 
bearing the office rubber stamp of the attesting author- 
ity) of the following: (a) Proof of age (b) Certificates in 
support of the Qualifications prescribed in the nolice, 
(c) Certificates regarding previous and present employ- 
ments. Applications should reach the Director of Health 
Services, North East Frontier Agency, Shillong before 
15th November, 1960. 


Save in the case of candidates belonging to Scheduled 
Castes and Scheduled Tribes, Political Sufferers, War 
Service personnel and North East Frontier Agency 
Tribals, a copy of Treasury Receipt of Rs. 5/- must ac- 
company each application for post of Pathologist. Entomo- 
logist and Civil Assistant Surgeon Grade (I), Rs. 3/- for 
Matron and Sister Nurse and Rs. 24 for Nurse (Sr) 
which should be credited into a local Treasury under 
Head “Central Head XXXVI—Miscellaneous—Department 
Miscellaneous—Application Fees--NEFA"’. 


Preference will be given to Hill Tribals and other 
Scheduled Castes and Scheduled Tribes candidates. Those 
who are In Government service should apply through 
proper channel. If required, candidates must appear for 
personal interview. 


Sd./- P. D. GOGO!, ADHS, 
for Director of Health Services. 
NEFA :: Shillong. 
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always ahead of the rest 


Since long ‘ANACOBIN’ has been ahead 
of other Vitamin Bi2 preparations, and it 
is now synonymous with the reliable pre- 
parations of pure crystalline Vitamin B,2. 
The recognition of diverse metabolic 
functions of Vitamin B;2 has led to its use 
not only in haematological disorders, but 
also in neurological disorders and as a 
general tonic. 

*“ANACOBIN’ is available in a pack and 
strength for every need. 


Injections : 
Vials of 5 mi. and 10 mi. 100 and 200 
micrograms of Vitamin Bi? per mi. 


Vial of 5 mi.— 500 and 1,000 micrograms 
of Vitamin Bi2 per mi. 
Tablets : 


Bottles of 25 and 100— 10 micrograms 
of Vitamin Bi? per tablet. 


Bottle of 25— 50 micrograms of Vitamin 
Bi2 per tablet. 
Indications : 


*In ical disorders such as 
Nutritional (tropical) macrocytic anaemia, 
Macrocytic anaemia of pregnancy and 
Pernicious anaemia. 


*In neurological disorders such as 
Trigeminal neuralgia, Herpes Zoster, 
Diabetic polyneuritis, Tabes 
Dorsalis and Bell's palsy. 


*As a general tonic and for growth- 
promotion in under-nourished children. 


BRITISH DRUG HOUSES (INDIA) 
PRIVATE LTD. 

P.O. Box 1341, Bombay-! 

Branches: Calcutta - Dethi - Madras 
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well tolerated 


KEMICETINE 


“CHLORAMPHENICOL 


Capsules & Tablets 250 mg. 


Syrup 125 mg/4 mi. 


m widest range of indications 


ae rarely causes resistance 


Vaginal Suppositories 
9.25 gm. & 0.5 gm. 


1% Ophthalmic Ointment 


2% Skin Ointment 


2°, Nasal Compound Ointment 


widest range of formulations 


1% Otological Solution * 


and 
KEMISULFAN Tablets 


CORTISON. - -KEMICETINE Ointment 


‘manufactured by: 
MAC LABORATORIES PRIVATE LIMITED. 
60, Sir P. M. Road, Bombay-!.~ 
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GER 
ELIMINATED 


‘ 

daptazo | e ensures that morphine’s respiratory-depressant and 
narcotic effect is antagonised. Morphine combined with 

“Daptazole’ can, therefore be administered in larger doses 


than previously in cases where relief from pain is required. 


megim ide counters barbiturate poisoning. It is also invaluable in 


(i) The treatment of barbiturate coma. 

(ii) The lightening or terminating of barbiturate 
anaesthesia. 

(iii) The study of epilepsy. 

“Megimide’ is the brand name of 

glutarimide (bemegride) 


ASPRO-NICHOLAS LTD 


Ethical Pharmaceutical Division 


1.C.1. (INDIA) PRIVATE LTD * P.O. BOX 182 - CALCUTTA 1 + INDIA 
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3 Latest and ideal antacid 


ALUCINOL 


DOUBLE-ACTIONED. 


ALUCINOL is the trademark for a combination in 
tablet form of Aluminium Mydroxide Gel and 
Aluminium Glycinate. This synergistic combination has 
been adopted for immediate and delayed action. 


THE GREAT ADVANTAGE of ALUCINOL Is that 
the tablets dissolve within seconds in & glass of , 
water to make a milky solution with a pepper- 
mint taste, thus increasing 10,000 times the 
surface of absorption. 


INDICATIONS 


PRESENTATION 


Vial of 40 tablets 
containing each 300 mg. 
of Aluminium Glycinate. 
and 300 mg. of 
Aluminium Hydroxide gel. 


DOSAGE 


One tablet twice a 
day after meals in half 
a glass of water or as 
required, 


Particulars from: 


FRANCO 
PHARMACEUTICALS PRIVATE LTD. 
Bapnu Ghar, Hornby Vellard, Bombay 18. 
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The Calm Confidence 
of a Doctor 


comes from skill and experience as well as 
faith in the dependability of his equipment 
such as Nettlefolds Hypodermic needles 
which are made to exacting standards. They 
are sharp, strong and durable. 


NETTLEFOLDS 


HYPODERMIC NEEDLES 


NETTLEFOLDS OF INDIA PRIVATE LIMITED 
P.O.Box 1502, Bombay-1 
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IN 1299 CASES 
96.9/ 


patients were successfully treated with 


YNERMYCIN 


triacetyloleandomycin-tetracycline 


& 
ABE) 


in obstetric & 


96.6% intectons 97% intections 93% intcctione 96% 92.3% 


infections 


SUPPLY : 
Bottles of 8 and 16 

Vials of 2 and 4 capsules, 
in boxes of 25 vials. 

Each vial is tamper-proof 
and individually sealed. 
Intramuscular 100 mg. vial 
Intravenous 250 mg. vial 


+ 


enhanced potency Pfizer) 
widest known antimicrobial range m = Science for the world’s well-being 


overcomes pathogens resistant to@ b5ri7ER EASTERN CORPORATION 
other antibiotics New York, Panama & Brussels 


forestalis emergence of resistant organisms @ Exclusive Distributors in India: 


significantly improved tolerability m OUMEX PRIVATE LIMITED ~ 
ICICI Building, 163, Backbay Reclamation. 


wider margin of safety m BOMBAY 1 
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Antimycotic 
Antipruritic 


Bacteriostatic 


KNOLL 
Ludwigshafen-on-Rhine, Germany 


Details from: 

Boehringer-Knoll Private Limited 
United India Building, Sir Pherozshah Mehta. Road, Bombay |! 


Sole Distributors; RALLIS INDIA LIMITED, Pharmaceutical Division, P. 8, No. 229, Bombay |! 
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_ THE TEMPERATURE CHART REPRESENTS A TYPICAL 
CASE OF MALARIATREATED WITHQINARSOL 


SUM 


TT 


IN ALL FEBRILE CONDITIONS DUE TO. 


INFLUENZA, COLDS, 
MALARIA: CATARRH 


THE TREATMENT OF CHOICE 


QINARSOL 


CIPLA 

Qinarsol, a product of Cipla Laboratories marks 
an advance in the treatment of acute and chronic 
malaria and febrile conditions due to influenza, 
colds and catarrh. It is a special compound: 

Quinophenyldimethyl-pyrazolone Natrium 
Dimethylarsenicum. 

AVAILABLE FOR ORAL AND PARENTERAL ADMINISTRATION 


A PRODUCT OF Ciple BOMBAY-8. 


Messrs. Advani Private Ltd. 
3D, Garstin Place, Calcutta - 1. 
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trademark, brand of Phenformin | 


“broad-range” oral hypoglycemic agent... 
lowers blood sugar in mild, moderate, 


and severe diabetes, in children and adults 


UNIQUE COMPOUND — DBI (N'-6-phenethylbiguanide HCl) is a new oral hypoglycemic 
compound, different from the sulfonylureas in chemical structure and apparently dif- 
ferent in mode of action...usually effective in low dosage range (60 to 150 mg. per day). 


“bread-range” hypoglycemic action — DBI lowers 
elevated blood sugar and eliminates glycosuria 
in mild, moderate and severe diabetes mellitus... 


Stable adult diabetes — satisfactory regulation of 
diabetes is often achieved with D BI alone with- 
out the necessity for insulin injections. 


brittle diabetes (juvenile or adult)— DBI combined 
with injected insulin improves regulation of the 
diabetes and helps prevent the wide excursions 
between hypoglycemic reactions and hypergly- 
cemic ketoacidosis. 


juvenile diabetes — D BI often permits a reduction 
as great as 50 per cent or more in the daily 
insulin requirement. 


sulfonylurea failures — secondary failures and pri- 
mary resistant patients may respond well to 


DBI alone, or combined with a sulfonylurea. 


smooth onset—little likelihood of severe hypoglycemic 
reaction — DBI has a smooth, gradual blood 
sugar lowering effect, reaching a maximum in 
from 5 to 6 hours, and a return to pre-treat- 
ment levels usually in 10 to 12 hours. 


safety — Careful studies in over 3000 diabetics 
given DBI daily for varying periods up to 
three years showed no histologic or functional 
changes in liver, blood, kidneys, heart or other 
organs. 


well-tolerated — on a “start-low-go-slow” dosage 
pattern, DBI is relatively well tolerated. Gas- 
trointestinal reactions occur most frequently in 
dosages exceeding the practical maximum of 
150 mg. daily, but abate promptly upon reduc- 
tion of dosage or temporary withdrawal of DBI. 
The physician prescribing D BI should be thor- 
oughly familiar with its indications, dosage, 
possible side effects, precautions and contra- 


indications, etc. 


DBI (N!-f-phenethylbiguanide HCl) is available as white, scored 
tablets of 25 mg. each, bottle of 100. “4 


an original development from the research laboratories of 
u. vitamin pharmaceutical corporation 
american products co. itd. 

43 forbes st. bombay 1 

(distributors) 
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Safe 
Potent 


... having a wide margin of safety and 
low toxicity. 


Indicated in all painful spasms of the alimentary 

tract, severe migraine, angina pectoris, bron- 

chial asthma and tenesmus— In Biliary and 
Urinary Colic—and in Labour pains. 


Avafortan contains a mixture of 
Iso-amyl « -[N-{B - diethyl -amino- 
ethy!)] - aminopheny! - acetate - bis - 
pheny! - pyrazolone - methyl - amino- 
methane sulphonate (Avapyrazone) 
and Sodium phenyl - dimethyl - 
pyrazolone- methyl-amino-methane 
sulphonate. 


Detailed literature on request. ASTA-WERKE A-G., 


Brackwede -West Germany 


Manufactured in Indio by: _KHANDELWAL LABORATORIES PVT., LTD. 
BOMBAY-I2 
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EFFECTIVE LOCAL THERAPY 
WITHOUT RECOURSE 
TO ANTIBIOTICS 


DEQUADIN 


* has wide antimicrobial activity 
against oral pathogens 


* is antifungal as well as antibacterial 


* is effective in the relief of streptococcal 
sore throat 


is rapidly effective in oral thrush 
and Vincent's angina 


DO NOT CONTAIN 
A SURFACE ANAESTHETIC 


DEQUADIN 


LOZENGES 


Dequadin Lozenges are available in tubes 
of 20 lozenges, each lozenge contains 0.25 
mg. Dequadin (dequalinium chloride B.P.C.) 
Dosage: One lozenge sucked slowly every 
two hours. 


pure 


LITERATURE ON APPLICATION 


Manufactured in India by 


ALLEN & HANBURYS LTD BOMBAY |! 
(Incorporated in England: Limited Liability ) 
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HEADACHE 


INFLUENZA 


is a combination of 4 medically 
proven active ingredients 


SS 1. Quinine } gr. : 


2. Caffeine } gr. 
3. Phenacetin 3 gr. 
4. Acetylsalicylic Acid 3 gr. 
These 4 medicines provide powerful synergistic action against neuritis, 
neuralgia, muscular pain, headache, toothache, influenza and dysmeno- 
rrhea. ‘Anacin’ is a non-toxic and clinically dependable preparation 
. with powerful analgesic and antipyretic properties. A single dose of | or 
2 tablets will achieve a prolonged period of analgesia and impart a sense 
of well-being. 
Made in Indio by: GEOFFREY MANNERS & CO. PRIVATE LTD., 
Magnet House, Dougall Road, Bombay !. 
For the Proprietors: WHITEHALL LABORATORIES, NEW YORK, N.Y., U.S.A. 
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for a rapid response 
in the treatment of 


ANAEMIAS 


*TCF DECAPLEX FORTE 
(Haematinic Liver Capsules with Vitamin C) 

*TCF HAEMATINIC 
LIVER CAPSULES 


Products of: 

TEDDINGTON CHEMICAL 

FACTORY PRIVATE LIMITED 

Sole Distributors: 

RALLIS INDIA LIMITED 
Division 


Pharmaceutical 


P. ©. Box 229, Bombay-t 4 

| 
y/ 


M. A. Advertiser Vol. 35, No. 8 


Limited 4 


Your constant assistants — 


radiographs made on ‘Kodak’X-ray Film... 
processed in ‘Kodak’ Tested Chemicals 


RabDiooRaPHs rich in detail, correct in 
contrast—so important in making a correct 
diagnosis —are yours every time you use 
superior quality ‘Kodak’ Blue Brand X-ray 
Film! Properly stored, ‘Kodak’ X-ray Film 
comes to you in perfect condition. Processed 
in reliable ‘Kodak’ Tested Chemicals, you 
are assured of highly satisfying results. 
*Kodak* X-ray Film and Tested Chemicals 
are the products of continuous research... 
carefully quality controlled ... made to 

work together to produce radiographs of 
maximum diagnostic quality. 


We offer expert advice on all technical 
problems. Write to us for prompt assistance. 


(Incorporates in England with Limited Lisbility) various types 


Bombay * Calcutta Delhi Madras 
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ae Range of ‘Kodak’ materials and equipment 

‘Kodak’ Blue Brand 
X-ray Film 

“Kodak’ Tested X-ray 

fixers; wetting agents — 
always sendy ba when 
yoo want them : 
 Intensifying screens; 

fs) / X-ray cassettes; etc. 
Film hangers; film clips; 

etc. 
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WARNER PREPARATIONS... 


A trustworthy basis for successful therapy 


AGAROL Compound mineral oil emulsion 
ANUSOL Haemorrhoidal suppositories and ointment 
GELUSIL Antacid adsorbent tablet. 


MANDELAMINE Tablet for chronic urinary tract infections 
PERITRATE = Tablet for corpnary vasodilation 

PYRIDIUM = _ Effective oral analgesic tablet for urogenital pain 
TEDRAL Prophylactic tablet for asthmatic conditions 
UROLUCOSIL Tablet for acute urinary tract infections 


VEGANIN Analgesic sedative antipyretic tablet 
VERACOLATE Cholagogue-evacuant tablet 


All Warner products perform their tasks 
with certainty and precision 


MNIS ORB 


Warner-Lambert Pharmaceutical Company, U.S.A. 
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< 
Ritalin 

a mild stimulant 
‘9 

for mental and physical fatigue | 
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oral diuretic 
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HYDROFLUMETHIAZIDE 


offers the following 

important advantages: 

* Hydrenox is at least ten times as 
potent as chlorothiazide. 

% The cost of treatment with Hydrenox is lower 
than with other potent oral diuretics. 

* In many cases a single daily dose 

produces adequate response. 


indications: 


Cardiac and renal oedema (irrespective of their 
severity) and all other cases of fluid retention,. 
including oedema of pregnancy, hepatic 
oedema, oedema of premenstrual tension and 
oedema resulting from steroid therapy. 


PACK: 


Hydrenox is available 
in containers of 10 and 
25 tablets. Each tablet 
contains 50 mg. of 
Hydroflumethiazide. 
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ORIGINAL ARTICLES 
VALUE OF PANCREATIC FUNCTION TESTS IN CASES WITH PAIN IN THE ABDOMEN 
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Professor of Clinical Medicine, King George’s Medical College 
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During the past decade notable advances have 
been made in clarifying the basic mechanism of 
pancreatic physiology. They have resulted from 
anatomicophysiologic investigations of gland secre- 
tion under normal and abnormal conditions, and 
from precise physiochemical analysis of the pan- 
creatic juice itself. These data, supplemented by 
contributions from radiologists and surgeons, 
when applied to the problems of diagnosis of 
abdominal pain, help in more exact and reliable 
diagnosis of pancreatic affections. 

The peculiar nature of pancreatic disorder is 
hardly met with in other fields of pathology. The 
results of treatment of pancreatic syndromes can 
be improved by early recognition. A _ bed-side 
diagnosis is for the most part a matter of guess 
work. Biochemical findings are recognised as 
essential for a correct diagnosis. But such aids 
are not used as often as they should be. 

The importance of correct diagnosis in an acute 
attack of pancreatitis is obvious, as best results are 
obtained from conservative medical treatment. 
Many diagnostic tests for detection of disease of 
the pancreas have been designed. While consider- 
ing the limitations of these tests it is well to recall 
the large functional reserve of the pancreas. A 
small amount of healthy tissue can produce a 
normal pancreatic juice and therefore an abnor- 
mality may not be demonstrated with any of the 
existing tests. In a recent review on tests used 
in the diagnosis of pancreatitis it has been remark- 


ed that no pancreatic test is yet pathognomonic 
(Pollard and Bolt, 1956). 

The diseases of the pancreas for which a func- 
tional test is necessary, are either inflammatory or 
neoplastic, and the functional change produced is 
either pancreatic insufficiency or an obstructive 
phenomenon. Insufficiency is usually the result 
of an advanced diffuse lesion, and the obstructive 
mechanism may result from an acute inflammatory 
process with minimal fibrotic change or from a neo- 
plasm localised in the head of the pancreas. 
Therefore, patients with mild inflammatory disease 
who have not been tested shortly after an attack 
and those who have only moderate chronic changes 
may show normal functional response. 


Measurements and analysis of pancreatic juice 
obtained after duodenal intubation have proved 
tedious in practice and are liable to gross technical 
error (Dreiling et al, 1954). 

Faecal analysis has also proved unreliable 
except in the late stages of chronic pancreatic 
disease, because the enzymes of pancreatic and 
intestinal juices complement each other. Investi- 
gations of digestive ferments, amylase and lipase 
in blood, and diastase in urine have been more 
helpful to clinicians. The enzymes determination 
in blood has been found more convenient and 
reliable than those in the urine. 

Wapshaw (1948) found that the diastase and 
lipase tests were equally satisfactory but their 
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clinical application was limited to the initial stages 
of the disease. 


MATERIAL AND MeTHops 


Twenty-five normal healthy persons (mostly 
medical students) were selected as control. Sixty 
patients with acute and chronic abdominal pain, 
admitted to the Gandhi Memorial Hospital, 
Lucknow, provided the clinical material for the 
present study. 

1. A careful history was recorded and special 
attention was paid to the past history of intestinal 
infestation with worms, diabetes mellitus, jaundice 
and haematemesis or malaria. Habit of alcohol 
and opium addiction was also enquired into in all 
the cases. 

2. A thorough general and systematic exami- 
nation was made in all the cases. 

3. Routine investigations of stool, urine and 
blood were made in every case. Special investi- 
gations like plain x-ray of abdomen, barium enema 
and barium meal series, pyelography, cholecysto- 
graphy, gastric analysis and sigmoidoscopy were 
also done whenever thought necessary, for clinch- 
ing the diagnosis. 

4. Estimations of serum enzymes, amylase and 
lipase, and diastase in urine were done in all the 
cases. Fasting blood sugar and serum calcium 
were done only in cases where serum amylase 
levels were above normal range. 

Note—1. Plasma antithrombin titre test and 
fat balance studies in stool could not 
be done due to lack of facilities. 

2. Provocative enzyme test has not been 
included in the plan as it is not of 
much value (Dreiling et al, 1954). 

3. Laparotomy was done where required. 

The diagnosis arrived at finally in our study of 
sixty cases is shown in Table 1. 


paras 1—SHOWING DIAGNOSIS OF THE CASES 


"Diagnosis 


Pancreatitis 

Acute cholecystitis ‘ 
Carcinoma of gall bladder 
Renal colic 

Acute intestinal obstraction 
Perforated appendix 

Acute appendicitis 

Peptic ulcer 

Chronic colitis 

Chronic cholecystitis 
Chronic appendicitis 
Tubercular abdomen 


— 


Total ... 


Techniques of biochemical tests— 


1. Serum amylase was done by Somogyi’s 
method (King, 1956). 

2. Serum lipase was done by Comfort’s method 
(Todd, Sandord and Wels, 1953). 

3. Urinary diastase was estimated by Wohlge- 
muth method (King, 1956). 

4. Blood sugar estimation was done by Folin- 
Wu method. 

5. Serum calcium estimation was done by 
Clark-Collip method (Todd et al, 1953). 


RESULTS 


In this study twenty-five normal healthy sub- 
jects and sixty patients with acute and chronic 
pain in the abdomen have been observed. Diagnosis 
in every case was labelled neconding to one or more 
of the following criteria : 


Specific history. 

Physical signs. 
Laboratory investigations. 
Biochemical tests. 
Radiological examination. 


Operation. 


The results of pancreatic function and other 
biochemical tests are discussed below : 


SS 


A. IN NORMAL (CONTROL) SUBJECTS : 
(a) Serum amylase— 


Range: 70 to 180 Somogyi units per 100 ml. 
of serum. 

Average: 138 Somogyi units per 100 ml. of 
serum. 


Values of serum amylase above 200 Somogyi 
units per 100 ml. of serum are consider- 
ed pathognomonic of pancreatic disease 
(Dreiling et al, 1954). 

(b) Serum lipase— 


Range: 0°02 to 1°3 ml. of N/20 NaOH /ml. 
of serum. 

Average : 0°55 ml. of N/20 NaOH of serum. 

The normal range varies from 0 to 1°5 ml. 
of N/20 NaOH/ml. of serum (Wap- 
shaw, 1948). 


(c) Urinary diastase— 


Range: 100 to 320 units per 100 ml. of 
urine. 
Average: 180 units per 100 ml. of urine. 


But these readings fluctuated much in our 
cases. 


B. IN PATIENTS WITH PAIN IN THE ABDOMEN : 


The raised values for serum amylase, serum 
lipase and urinary diastase in the present series 
are shown in Table 2 
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Taste 2—SHOWING RAISED VALUES OF SERUM AMYLASE, 


wi 


Serum Lipase AND Urinary IN 


CLInicaL CONDITIONS 


Serum amylase 


No. of — 
Clinical conditions casts 200 to >400 


Recurrent pancreatitis 

Post-operative pancreatitis 
Acute cholecystitis 
Carcinoma of gall bladder 
Renal colic = a 


= 


Acute intestinal obstruction 5 2 
Acute appendicitis ose 6 8 1 
Perforated appendix 2 } 2 
Peptic ulcer 8 


Chronic colitis 15 — 
Chronic cholecystitis 5 
Chronic appendicitis 3 


Tubercular abdomen 7 oxi 


Urinary diastase 


Serum lipase 


400 units units Percent Percent <400U )>400U Per cent 


33 3 -- thes 
i - 2 33 
- Not done in 
one case 
37 
15 1S = 


N.B. In none of the cases morphia was given before the estimations of enzymes. Serum calcium and fasting 
blood sugar were done in those cases where serum amylase was found raised. In none of the cases it was low. 


DISCUSSION 


Although many cases may have atypical pre- 
sentation, it is generally taught that pancreatitis 
should always be considered as a serious possibi- 
lity in all cases of severe upper abdominal pain, 
particularly when such episodes are associated with 
continuous nausea and retching. 


For convenience the cases of the present series 
are grouped under two headings: (1) pancreatic 
group, and (2) non-pancreatic group. 


I. PANCREATIC GROUP : 


Not infrequently the serum enzyme tests are 
found to be unreliable. It has been found raised 
in certain other acute abdominal conditions such 
as deranged renal functions, mumps and after the 
use of morphine, etc. A marked hyperglycaemia 
may also interfere with the accuracy of the test. 


In this series two cases were labelled pancrea- 
titis. One of them was more specifically labelled 
as a case of post-operative pancreatitis. It is 
worthwhile to mention briefly the clinical history 
of these cases. 


Case REPORTS 


CaSe !—P.K., 19 years, was admitted with complaints 
of recurrent attacks of pain in the abdomen with constipa- 
tion and anorexia for about two years, and constant pain 
around the umbilicus since a day before the admission. 
The pain was severe, and was mostly confined to the 
upper abdomen and radiated to the back. He had 3 or 4 
projectile vomitings, and nausea was a constant feature. 


Fasting blood sugar was also within normal range in all the above cases. 


On examination : Diffuse tenderness, mostly in the 
upper part of the abdomen, with rigidity in the epigas- 
trium was present. 


The results of investigations are shown in Table 3 


Taste 3—SHowinc Levers OF Sexum AMYLASE, SexUM 
Lipase aND Urinary Dtastase Case 


Serum Serum 
amylase lipase Urinary 
Examined on (Somogyi (ml. of 
units / N/20 / 
100 ml.) NaOH / ml.) 100 ml.) 
Day of admission .. 800 55 500 
2nd day of admission 640 40 700 
3rd day of admission 530 29 400 
5th day of admission 160 27 230 
8th day of admission sO 15 100 


Fasting blood sugar and serum calcium were done 
twice in this case, but were within normal range on 
both occasions. Plain x-ray of abdomen and giucose 
tolerance curve did not reveal any abnormality. The 
boy was put on conservative treatment and was dis- 


charged. 


The follow-up of the case revealed that after a few 
months, the patient again developed the same trouble 
This time he went to Calcutta School of Tropical Medi- 
cine, where he was given a purge. An ascaris worm 
was found in the stool. Since then the patient did not 
get any further attack, and is now leading a healthy 
life. 
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Case 2—The next case was labelled as a case of post- 
operative pancreatitis. The brief clinical history is as 
follows : 

S.R.N., 27 years, was admitted with symptoms of 
peptic ulcer for four years. During the course of this 
illness there were periods of remissions lasting for about 
a year or so. A year ago he was operated upon. No 
ulcer could be found, and the abdomen was closed. He 
was put on conservative treatment and remained well 
for another year. He again developed the same trouble 
with several attacks of haematemesis. He was operated 
for partial gastrectomy on 4-9-57. During the fourth 
post-operative day he had severe attacks of bleeding. 
The wound healed up well. Then suddenly at 6 P.M. 
on 17-90-57 (i.e. the 13th post-operative day) he felt pain 
in the right hypochondrium. It was relieved by the pas- 
sage of flatus and faeces. In the night the pain re- 
curred with nausea. On 20-9-57 (i.e. 16th post-ope- 
rative day) his condition deteriorated again. A lump 
was palpable in the right hypochondrium and within a 
few hours the lump increased in size. A plain x-tay of 
the abdomen was done, and nothing abnormal was de- 
tected. Duodenal leakage was suspected, and laparo- 
tomy was done. No leakage or collection of fluid was 
found. The omentum was grossly oedematous and 
showed signs of inflammation and necrosis secondary to 
acute pancreatitis. Three days after the operation the 
patient expired. 

The following investigations were made : 


Taste Levers OF SeRUM AMYLASE, SERUM 
Lapass AND URINARY DIASTASE IN CASE 2 


Serum amylase Serum lipase tom 

Date (Somogyi unit (ml. of N/20 (units per 

per 100 ml.) NaOH per ml.) 100 ml.) 
21-90-57... 510 45 480 
22-90-57... 450 3-0 520 
23-9-57 


Expired 


Serum calcium and fasting blood sugar were done 
only once and were found normal. 

In both the cases serum amylase level was highest 
on the ist and 2nd estimations and gradually declined 
towards normal on subsequent days. Similarly, serum 
lipase level was also raised in both the cases. In Case 1, 
where it was possible to repeat the estimations for seve- 
ral days, serum lipase remained elevated for a longer 
period of time than serum amylase. In other words, the 
fall of serum amylase was more sharp than that of 
serum lipase. Serum amylase level came to normal on 
the 5th day while serum lipase level came to normal on 
the 7th or 8th day. Thus, if a case comes 3 or 4 days 
after the onset of abdominal pain and the clinical fea- 
tures are suggestive of pancreatitis but serum amylase 
is normal, the estimation of serum lipase may prove 
helpful. 


Values as high as 8,000 units of serum amylase 
have been reported, but most cases fall within the 
range of 200 to 800 Somogyi units. 

In a series of 25 cases of pancreatitis observed 
for a period of about 3 years, Anand, Sawhney 
and Chuttani (1956) accepted levels of serum 
amylase about 320 Somogyi units per 100 ml. of 
serum as confirmatory, provided the levels fell to 
normal after subsidence of the attack. In 3 of 
their cases where serum amylase figures were not 
raised at the time of examination, diagnosis was 
based on operative findings of an enlarged and 
firm pancreas, scattered fat necrosis and a spastic 
sphincter. Urinary diastase figures of above 40 
units per ml. of urine in their series were regarded 
as suspicious, although not much relied upon un- 
less serum amylase level also was elevated signi- 
ficantly. 

Fat necrosis was induced in the omentum of 
dogs by Langerhans in 1891 by the injection of 
pancreatic juice, and he suggested that lipase was 
the causative agent. 

Burnett and Ness (1955) made the diagnosis 
only at laparotomy in 14 out of a consecutive 
series of 24 cases of acute pancreatitis. Owing to 
diagnostic difficulties, the correct diagnosis is 
frequently made only at laparotomy, usually done 
for some other conditions like cholecystitis, intes- 
tinal obstruction or appendicitis, etc. In a survey 
of 58 cases of acute pancreatitis treated at Mount 
Sinai Hospital in the years 1940 to 1949, the diag- 
nosis in each case was corroborated by demonstra- 
tion of the presence of the disease at operation or 
at autopsy. Only in 20 out of 58 (39 per cent) 
cases the diagnosis was made on the basis of 
serum amylase level ranging from 190 to 575 units. 

In both our cases the uninary diastase level 
was raised but there was much fluctuation in the 
reading. Chuttani and Anand (1957), considered 
level of urinary diastase above 400 units per 100 
ml. of urine as abnormal. 

The urinary diastase level was used for many 
years for the diagnosis of acute pancreatitis. At 
present it is employed less often, because the 
examination of blood serum is of greater diagnos- 
tic value. 

It has been observed that in normal persons 
there was wide variation in the amount of dias- 
tase present in different specimens of urine taken 
from the same individual over a 24-hour period, 
and that these variations did not depend upon the 
diet he was taking. The urinary diastase value 
is useful in acute pancreatitis or in the acute stage 
of chronic relapsing pancreatitis, because the 
urinary diastase may remain elevated after the 
serum amylase has returned to normal. When 
serum amylase is elevated, the urinary diastase 
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also rises except in diseases of the kidney where 
normal renal function is impaired. 

It will not be out of place to mention that 
determination of urinary lipase has not been widely 
used, while a satisfactory method for determina- 
tion of urinary trypsin is not yet available. 


Fasting blood-sugar and glucose tolerance test 
were within normal range in both the cases. 


Serum calcium was also normal in both. 

Hence we could not draw any conclusion from 
the studies of blood sugar and serum calcium 
estimation in our two cases. Fasting blood sugar 
and glucose tolerance test will be found to be of 
value in long standing cases of pancreatitis, where 
it may reveal a diabetic curve. 


Il NON-PANCREATIC GROUP: 


Considerable attention has now been directed 
to those conditions other than pancreatic disorders 
where serum amylase values are also elevated. At 
times it may cause difficulty or confusion in the 
diagnosis of pancreatitis. So in every case where 
the serum amylase level is found elevated, the fol- 
lowing conditions must be kept in mind, viz., per- 
forated peptic ulcer, peritonitis, intestinal obstruc- 
tion, dissecting aneurysm of aorta, mumps, after 
morphine or pethidine administration, bronchoge- 
nic carcinoma, uraemia, pneumonia, after abdoini- 
nal operations, etc. Many of these conditions can 
be ruled out when considered in conjunction with 
the history, clinical findings and results of other 
investigations. 


The determination of serum amylase as the first 
test to be performed in obscure cases of upper 
abdominal pain has been rightly emphasised. 

Keeping the above objectives in mind, these 
tests were carried on in non-pancreatic abdominal 
conditions in order to find out the value of these 
pancreatic function tests. 


In the present series out of 3 cases of acute 
cholecystitis only 1 case showed serum amylase 
level above normal, but this was below 300 
Somogyi units per 100 ml. of serum, and serum 
lipase was normal in all the 3 cases. Urinary 
diastase was also raised in the same single case. 
Serum calcium and blood sugar were found normal 
in all the cases. Similarly, serum amylase was 
raised between 200 to 300 Somogyi units in 2 (40 per 
cent) out of 5 cases of acute intestinal obstruc- 
tion. But serum lipase, serum calcium, and blood 
sugar were normal in all the cases. Urinary dias- 
tase was also high in the same two cases. 

Serum amylase (below 300 Somogyi units) and 
uninary diastase levels were found elevated in 1 
out of 6 cases of acute appendicitis and in 2 cases 
of perforated and gangrenous appendix. 
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No clear explanation is available for the elevat- 
ed serum amylase level in appendicitis and chole- 
cystitis. Some workers have demonstrated a num- 
ber of amylase producing organisms in the gut 
(Baker et al, 1950). It is possible that with 
altered bacterial flora occurring in appendicitis 
and with other abdominal infections enough bac- 
terial amylase may be absorbed through areas of 
increased vascularity in the affected region, pro- 
ducing a small increase in serum amylase. 
Elevated serum enzyme levels in intestinal obstruc- 
tion may be due to absorption of enzyme through 
the damaged bowel wall or through the peritoneum. 
This is supported by the report of hyperlipaemia 
in intestinal obstruction (Johnson and Bockus, 
1940). 

Rise in serum amylase level causes rise in 
urinary diastase level also. 


CONCLUSION 


Out of sixty cases of acute and chronic pain 
in the abdomen observed in this study, only 2 cases 
(3 per cent) were diagnosed as pancreatitis. Much 
stress cannot be laid on this low incidence (3 per 
cent), as the total number of cases is too small. 

In those cases in which the history and physi- 
cal examinations are suggestive of pancreatitis, 
abnormal values from these tests are of great help 
to confirm the diagnosis. 

In all the early (i.c., seen within two to four 
days of onset) cases of acute upper abdominal pain 
where the clinical impression is not suggestive of 
pancreatitis, these tests will help the clinician to 
atrive at, or to exclude a diagnosis of pancreatitis. 

In cases where serum amylase level is more 
than 400 units, other biochemical tests are not 
uecessary to establish a diagnosis of pancreatitis. 

In cases where serum amylase level is elevated 
to less than 400 units, the estimation of serum 
lipase is necessary for establishing a diagnosis of 
pancreatitis. 

The determination of urinary diastase does not 
prove to be of much value. 

In cases of abdominal pain (especially with 
clinical features not very suggestive of pancreatitis) 
with serum amylase level less than 300 units and 
with normal serum lipase level and normal plain 
x-ray of the abdomen, a diagnosis of pancreatitis 
should not be made unless it is confirmed on opera- 
tion or at autopsy. 
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THE DIAGNOSIS OF RHEUMATIC FEVER 


SUJOY B. ROY, v.1.M. & H., MRCP. 


Professor of Cardiology 
All-India Institute of Medical Sciences 
New Delhi 


For the benefit of the practising physicians the 
late Dr. T. Dukett Jones, under whom the author 
had the privilege to work at Boston, suggested 
certain major and minor criteria as a guide to the 
diagnosis of rheumatic fever. Although these crite- 
ria are now universally employed, their usefulness 
in India has not been firmly established. The 
purpose of this communication is to compare the 
frequency of the various manifestations of rheuma- 
tic fever as seen at Boston and Delhi and explore 
the extent to which these criteria are applicable in 
the diagnosis of rheumatic fever in India. It is 
also the purpose of this report to discuss the clini- 
cal basis for therapy in rheumatic fever. The data 
presented here are the author’s own observations 
and no attempt is being made to review or correlate 
the work of others. 


MATERIAL 


A clinical study of 603 rheumatic fever patients 
provides the material for this report. These 
patients fall into two different groups. The first 
group of 490 patients were observed at the House 
of Good Samaritan, Boston, from 1941 to 1956 and 
the second group of 113 patients were seen at Delhi 
either in the wards or clinics of Safdarjang and 
All-India Institute of Medical Sciences Hospitals 
during the last 3 years. All patients were below 
the age of 17 years with definite evidence of 
rheumatic activity. The patients in the first group 
were in initial attacks but as medical history or 
documentation was not always reliable in the 


second group, it is likely that a certain number of 
patients may have had more than one attack of 
rheumatic fever. 


Major MANIFESTATIONS 


The major as well as the minor manifestations 
of rheumatic fever are given in Table 1. 


TaBtz 1—SHOWING Major AND MINOR MANIFESTATIONS IN 
490 PATIENTS AT BOSTON AND 113 PATIENTS at De.ni 
RESPECTIVELY (PERCENTAGEWISE) 


Delhi 
per cent 


Boston 


Manifestations per cent 


53 
53 
(b) Pericarditis one line 6 

(c) Congestive heart failure . 8 
2. Polyarthritis 58 
3. Subcutaneous nodule ene 12 
4. Chorea sea 19 
5. 


. Erythema marginatum ~ il 


MINOR : 

Fever 89 

. Arthralgia wt 

. Prolonged P-R interval in ECG 25 14 
92 
82 


. Increased E.S.R., W.B.C., 

C-reactive protein ... 
5. Anti-streptolysin “‘O” titre of 
400 units or more ... 


Significant murmurs—The earliest and the com- 
monest sign of rheumatic carditis is the appearance 
of significant murmurs. These murmurs are 
apical, moderately loud, pansystolic, blowing and 
well radiating, representing mitral regurgitation 
or/and early blowing decrescendic diastolic mur- 
murs best heard at the left sternal border indicating 
aortic regurgitation. Associated with the apical 
systolic murmur in about a quarter of the patients 
a mid-diastolic rumbling murmur (Carey-Coomb’s 
murmur) is also audible. Mid-diastolic rumbles 
do not mean mitral stenosis as they disappear 
with the disappearance of systolic components. 
It is important to remember that neither mitral 
nor aortic stenosis murmurs appear in acute 
rheumatic carditis. Presence of mitral or aortic 
regurgitation murmurs may indicate acute carditis 
or established rheumatic heart disease and it is 
impossible to distinguish the two by mere ausculta- 
tion. Nevertheless, the presence of a high-pitched 
musical component in the systolic phase is indica- 
tive of active valvulitis. 

In the present series 53 per cent at Boston and 
46 per cent at Delhi had significant murmurs. The 
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commonest murmur was that of mitral regurgita- 
tion (70 per cent, 65 per cent), mext was mitral 
and aortic regurgitation murmurs together (23 per 
cent, 29 per cent) and the least frequent were the 
murmurs of isolated aortic regurgitation (7 per 
cent, 6 per cent) in the Boston and Delhi series 
respectively. 

Pericarditis—This cardinal sign recognised by 
the characteristic superficial scratchy friction rub 
or pericardial effusion occurred in 6 per cent of 
cases at Boston and 8 per cent at Delhi. There are 
certain interesting features of rheumatic pericar- 
ditis which deserve special attention, viz., (1) 
Rheumatic pericarditis is always associated with 
significant murmurs although the friction rub may 
be so loud as to obliterate the murmur ; (2) How- 
ever great the pericardial effusion may be, it never 
causes tamponadé; (3) Rheumatic pericarditis 
though years later, may show extensive pericar- 
dial calcification at operation or autopsy never 
progresses into constrictive pericarditis ; (4) Rheu- 
matic pericarditis is often associated with marked 
leucocytosis up to even 50,000 c.mm. 

It is also important to note that presence of 
pericarditis always denotes rheumatic activity irres- 
pective of the valvular status. In other words, 
when pericarditis is present either in association 
with acute rheumatic carditis or in established 
rheumatic heart disease it indicates activity. 

Congestive heart failure—8 per cent of the 
Boston group and 15 per cent of the Delhi group 
had congestive heart failure. The higher inci- 
dence at Delhi may be due to the fact that majority 
of Indian patients seek medical aid only when 
physically greatly disabled and may also be due to 
the fact as mentioned earlier that all cases seen at 
Delhi were probably not in their initial attacks. 
However the commonest cause of congestive heart 
failure in patients between the ages of 5 and 17, 
in my experience, is rheumatic carditis both at 
Boston and Delhi. 

Polyarthritis—In more than half and in less 
than a third objective migratory polyarthritis was 
present in the two groups respectively. In about 
half of these patients associated significant mur- 
murs were also present. As a rule the big joints 
were involved in rheumatic polyarthritis although 
small joints might also be involved concurrently. 
When only small joints were involved without 
other manifestations of rheumatic fever, the diag- 
nosis was more in favour of rheumatoid arthritis. 


Subcutaneous nodules—The incidence of sub- 
cutaneous nodules was 12 per cent at Boston, 
whereas only 4 cases (3°5 per cent) were seen at 
Delhi. These nodules vary in size from a pinhead 
to that of a large pea, often multiple, commonly 
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found over the elbows, ankles and knees, and 
sometime better seen than felt, histologically show- 
ing Aschoff bodies. Subcutaneous nodules are 
almost always associated with carditis, and if seen 
in the absence of rheumatic carditis should raise 
the suspicion of other forms of collagen disease. 


Chorea—This manifestation when present is 
almost pathognomonic of rheumatic fever if Hun- 
tington’s chorea can be excluded. In the present 
series this was observed in 19 per cent at Boston 
and only in 6 patients (5°3 per cent) at Delhi. 
Chorea may appear early or late in the course of 
rheumatic fever and often is precipitated by a 
mental trauma. Although chorea may appear with 
other stigmata of rheumatic activity a certain num- 
ber of patients may only have chorea without any 
other clinical or laboratory evidence of rheumatic 
fever. This type of chorea for lack of a better term 
is described as ‘pure’ chorea. In the Boston series 
a third of the cases was of ‘pure’ type but at 
Delhi all the six patients had other evidence of 
rheumatic fever. Recurrence of chorea is quite 
notorious. I have observed patients where it has 
recurred after 7 to 8 years but generally it dis- 
appears at puberty. It is also of interest to learn 
that chorea and arthritis never occur simultane- 
ously although it may occur at different times in 
the same patient. This I believe is Nature’s pro- 
tective mechanism because one may visualise the 
extreme discomfort a rheumatic fever patient with 
acute swollen joints may experience if he has 
violent chorea from movements! 

Erythema marginatum—Although this was seen 
frequently (11 per cent) at Boston, I have not seen 
this manifestation even in a single Indian patient 
at Delhi, though the history and description was 
suggestive of such a rash in a European child. 
Characteristic features of this rash are nonpruritic, 
transitory, never appears on the face and has a 
clear margin encircling an erythematous area—the 
size varying from an 8-anna piece to the palm of 
the hand. 


Minor MANIFESTATIONS 


The minor manifestations of rheumatic fever 
(included in Table 1) are the following : 


Fever—The peak of rheumatic fever seldom 
reaches beyond 103°F (orally) and does not last 
for more than 6 or 7 days. The temperature chart 
is not characteristic by itself, but swinging or 
saddle-back type of fevers is not generally seen in 
acute rheumatic fever. There is a particular type 
of febrile episode seen in rheumatic fever which is 
called ‘cycling’? Untreated patients show fever 
for 6-7 days, then remain a febrile for 2-6 weeks 
and again have another bout of fever and the 
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cycles are repeated for months together. Febrile 
bouts are associated with other clinical and labora- 
tory manifestations of rheumatic activity but dur- 
ing afebrile phase there is no evidence of activity. 
This is present only in 1-2 per cent of rheumatic 
fever patients. 

Arthralgia—History of migratory joint pain 
seems to be much commoner than objective poly- 
arthritis both at Boston and Delhi. It would ap- 
pear from the present data that 9 out of 10 patients 
complained of some joint pain. Joint pain scems 
to be the earliest manifestation in most of these 
patients. 


P-R interval—Prolongation of P-R interval in 
electrocardiogram was seen in a quarter of the 
patients at Delhi. It is possible that if repeated 
electrocardiograms were taken at Delhi the results 
would have been more comparable. 


Increased ESR, WBC, C-reactive protein—At 
least two of these three laboratory data were posi- 
tive in most of the patients in both the groups. A 
rheumatic carditis patient when in failure may 
sometime show normal sedimentation rate but will 
have elevated C-reactive protein. Hence where 
possible both sedimentation rate and C-reactive 
protein should be estimated. 

Evidence of antecedent streptococcal infection— 
History of previous sore throat or upper respiratory 
infection was obtained in 55 per cent of Boston 
group and only in 30 per cent of Delhi group. 
However, antistreptolysin ‘O’ titre of 400 units or 
more were seen in over 80 per cent in both the 
groups. Although the presence of a high anti- 
streptolysin titre is helpful but not diagnostic of 
rheumatic fever, titres below 159 units are useful 
in excluding acute rheumatic fever. 


DIAGNOSIS OF RHEUMATIC FEVER IN INDIA 


From the data presented here it is apparent that 
erythema marginatum is probably not encountered, 
and chorea and subcutaneous nodules are rather 
rare manifestations of rheumatic fever in India. 
Carditis occurs practically with the same frequency 
as in Boston, but objective arthritis occurs only 
in a third of the patients here. As half of the 
patients with arthritis also have carditis then only 
two-thirds of the total patients can be diagnosed as 
rheumatic fever on the basis of Jones’s criteria of 
carditis and arthritis. 

On the other hand, arthralgia is quite common 
and if the combination of joint pain, elevated sedi- 
mentation rate or C-reactive protein and ASL ‘0’ 
titre of 400 units or more are taken as a triad 
deserving consideration for the diagnosis of rheu- 
matic fever, then it is expected that the diagnosis 


will be more accurate. This triad was originally 
suggested by Dr. Massell of Boston. In the pre- 
sent series 74 per cent at Boston and 70 per cent 
at Delhi fulfil this triad. 


SUMMARY 


Although the major and minor criteria as sug- 
gested by the late Dr. T. Duckett Jones are useful 
in the diagnosis of rheumatic fever in Boston, cer- 
tain modifications are necessary for their applica- 
tion in India. It would appear from this study that 
the two common criteria for diagnosing rheumatic 
fever in India would be the appearance of signifi- 
cant murmurs and the presence of a triad of joint 
pain, elevated sedimentation rate or C-reactive 
protein and high ASL ‘O’ titre. It is therefore 
suggested that the syndrome of joint pain, elevated 
sedimentation rate or C-reactive protein and high 
ASL ‘O’ titre be regarded as the major criterion 
in the diagnosis of rheumatic fever in India. 
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INDICATIONS FOR RESECTION IN 
PULMONARY TUBERCULOSIS 


S. K. BASU ROY CHOWDHURY 


Medical Officer 
T. B. Hospital, Kanchrapara, (West Bengal) 


Resection of the lung plays a definite role in the 
treatment of pulmonary tuberculosis. It is becom- 
ing increasingly popular not only for removing 
the diseased components of the lung, but also for 
its capability to preserve maximum functioning of 
the lung tissue. Early surgery avoids a prolonged, 
tedious and expensive stay in the sanatorium, and 
gives a chance of early rehabilitation for the 
patient. With the improvement of surgical and 
anaesthetic techniques and discovery of potent anti- 
tuberculous drugs, pulmonary resection can now 
be performed with a wide margin of safety. 
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In 1943 Churchill and Klopstock published the 
good results obtained by resectional surgery based 
on a careful selection of patients. In 1945, 
Overholt reported 196 cases of resection with a 
mortality rate of only 24 per cent including poor 
risk ones. Bickford et al (1957) in a series of 
1575 cases of pulmonary resection in tuberculosis 
showed that 87 per cent of their cases were free 
from evidence of active disease at the end of 5 
years. This is indeed a great achievement. 


INDICATIONS 


The indications of resection in pulmonary 
tuberculosis have recently been standardised. 
Indications such as thoracoplasty failure, broncho- 
stenosis and bronchiectasis have been universally 
accepted. It is no longer difficult to categorise the 
indications for pulmonary resection. In general it 
should be used in localised unilateral or predomi- 
nantly unilateral lesions, when simpler measures 
have failed, or cannot be expected to control the 
disease. It must be remembered that excisional 
surgery is always supplementary to the established 
methods of rest and drug therapy. 


The excisional surgery for tuberculosis aims at 
removing the major offending focus. Pulmonary 
tuberculosis being a localised manifestation of a 
generalised disease, it is never hoped that surgery 
will be able to eradicate completely all tuberculous 
components in the system. However, with the 
removal of the major offending focus, it is expected 
that smaller residual lesions will be taken care of 
by the general resistance of the patient. Besides, 
the postoperative use of potent anti-tuberculous 
drugs, e.g., streptomycin, PAS, INH, contributes 
to a great extent towards healing. 

The proper timing for operation plays an im- 
portant part in the determination of the result. In 
the progressive phase of the disease surgery is not 
a safe procedure. It is indicated only when the 
disease has been stabilised or tending to be stabi- 
lised by the conventional methods of rest and drug 
therapy. At the same time prolonged use of drug 
therapy may cause emergence of drug-resistant 
M. tuberculosis, and thereby these valuable drugs 
fail to give postoperative protection. It is desir- 
able to select suitable patients for surgical inter- 
vention as soon as a preliminary trial of drug 
therapy has failed. Unnecessary delay may bring 
about a disaster. 

The types and sides of operation as done in 
T. B. Hospital, Kanchrapara, in the period between 
January 1956 and February 1959 are shown in 
Table 1 which is followed by a detailed analysis 
of the lesion and the operation. 


RESECTION IN PULMONARY 


TUBERCULOSIS—BASU ROYCHOUDHURY 


1—ANALYSIS OF TY¥Pss OF OPERATION AND THE 
Sipe or THe LUNG OPERATED ON 


Operations Right side Left side Total 
Pneumonectomy “a 6 20 26 
Lobectomy ~ 15 49 
Segmentectomy . Q 24 
Pleurectomy oot yes 2 1 3 
Lobectomy with segmentectomy 1 1 2 


ANALYSIS OF MATERIAL 


During the period between January, 1956 and 
February, 1959, 104 patients underwent pulmonary 
resectional operation at T.B. Hospital, Kanchra- 
para. Prior to resection, all these cases had pro- 
longed rest and drug therapy with streptomycin, 
PAS, INH, etc. Many of them had extensive 
trial of collapse therapy, e.g., AP., PP., phrenico- 
lysis and even thoraceplasty. The duration of 
illness varied from 2 to 10 years. 


Tamix 2—ANALYSIS OF THE L#SIONS IN RELATION TO 
INCIDENCE 


Lesions Incidence 


Types Sub-types Sites 

RUL 1 
RML & Upp. 
Lobe-Seg. 


‘Tension 
cavity 


A. Endo- 
bronchial 
disease 


1 _— 4 
Bronchi- RUL 2 
ectasis 


Bronchi- 
stenosis LUL 


B. Solid Tubercu- Rt. Apical & 

lesions loma Post Seg. 1 _ i 
Atelecta- RUL 3 
sis RLL Seg. _ 
RLL 
*Lt. Pn. 1 
LUL as 

Lt. Apico- 

post. & 

anterior 

Seg. 1 _ 12 


* Lt. Pn. done due to vascular accident. 


F 
2 
Seg-LL 
RLL Seg _ 1 
LUL 2 = 
L. Pn. 2 
LLL - 
2 
2 
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Incidence 


Lesions 


Giant 
cavity 


Residual 
nodules 


Residual 
nodules 


we | es 


Destroyed 
lung or 
extensive 
unilateral 


N 


Extensive 

unilateral 
disease 

Thickened, 
pleura 


Disease 
associated 
with 
empyema 


Thoraco- Thoraco- 


plasty plasty 
failures failures 


. Disease This has been shown in the above classi- 
situated fication of pathology 
in the lower 
part of the 
lung, i.e., 
middle and 
lower lobe 


N.B.—RUL =Right upper lobectomy ; RML= Right middle 

lobectomy; RLL=Right lower lobectomy; LUL=Left 

upper lobectomy; Rt. Pn.=Right pneumonectomy; Lt. 

Pn.=Left pneumonectomy; LLL=Left lower lobectomy; 
Bi =Bilobectomy; Seg.=Segmentectomy. 


A. ENDOBRONCHIAL DISEASES : 


We had 16 cases under this heading. The 
common sequels of endobronchial tuberculosis are 
tension cavity, bronchiestasis, and bronchostenosis. 
Active endobronchial disease characterised by sub- 
mucosal oedema, ulceration, tubercle formation 
presents a definite contra-indication to any surgical 
treatment. It is only after the active disease has 
been quietened down by adequate rest and drug 
therapy, that surgery can be considered. Collapse 
therapy has very little role to play in the treatment 
of endobronchial disease, because of its liability to 
induce complete collapse in the affected segments 
and making them the seat of chronic suppuration 
in future. 


B. SOLID LESIONS : 


We had 13 cases under this heading. This 
group comprises tuberculoma and _ atelectasis. 
Tuberculoma is the radiological term for an intra- 
pulmonary, round and sharply defined opacity 
with a minimum diameter of 1 cm. and tuber- 
culous in nature. It is a conglomerate caseous 
tubercle, usually solitary, which may or may not 
have bronchial communication. Atelectasis of the 
lung, lobe or segment represents an area of lung 
from which air has been completely absorbed, 
thereby converting it into a solid mass. Atelectasis 
may result from endobronchial tuberculosis, and it 
has been considered as a solid lesion because of its 
inability to collapse further. 


C. CAVITARY LESIONS: 


We had 20 cases under this heading. These 
cavities have characteristically thick fibrotic walls. 
They are either old cavities—the walls of which 
have become thickened due to gradual fibrosis, or 
excavation of old caseous foci which have been 
firmly encapsulated. The thick fibrous walls gra- 
dually merge with the adjoining lung tissue. 
Tuberculous cavities which are over 5 cm. in dia- 
meter are termed ‘giant’ cavities. They are 
generally situated at the apices of the upper or 
lower lobe. Their response to collapse therapy is 


very poor. 


D. RESIDUAL NODULES: 


We had 28 cases under this heading. These 
lesions are often found in chest skiagrams. In- 
filtrations are nodular in appearance, with areas 
of fibrosis and rarefaction localised in a segment, 
lobe or lung. In this type, the lung parenchyma is 
extensively involved. With treatment they retro- 
gress to a certain stage and remain stationary as 
‘residual’ nodules or lesions. These fibrocaseous 
lesions warrant resection, as many of these lesions 
reactivate later on. 


‘a 

ae Types Sub-types _ Sites ¢ 

C. Cavitary Thick RUL 
lesions walled RLL g 
cavity LUL Seg. 
‘ Lt. Pn. 1 17 ; 
RUL - 1 
Lt. Pn. 1 3 
RUL Seg. 5 
RLL Seg. 1 

LUL 
LUL Seg. 2 
nan LLL 3 28 

E. Destroyed RUL 

lungor Rt. Pn. 
lobe Lt, Pn. 4 
F.  Miscella- Rt. Pn. 
neous Lt. Pn. 1 3 
group 
= | 


F. DESTROYED LUNG OR EXTENSIVE UNILATERAL 
DISEASE : 


We had 19 cases under this heading. Destroy- 
ed lung or lobe is a condition in which pulmonary 
tissues show complete or almost complete involve- 
ment by cavitation and fibrosis, extensive pneumo- 
nic disease or combination of all these conditions. 

The disease involving all lobes of one lung and 
not responding to conventional methods, warrant 
early resection, otherwise the disease may extend 
to the other healthy lung. 


F. MISCELLANEOUS GROUP: 


We had 6 cases under this heading. The lung 
often fails to expand after A.P. treatment. This 
may be due to the formation of a thick cortex over 
the visceral surface of the pleura or to underlying 
collapse, fibrosis, or bronchiectasis. In this state 
fluid or pus continues to collect in the pleural 
cavity which further thicken the cortex. The 
object of treatment is the obliteration or excision 
of the affected pleural space and expansion of the 
underlying lung, which can be achieved by decorti- 
cation, or decortication with pulmonary resection 
or extirpation of the whole diseased lung with the 
infected pocket (pleuropneumonectomy). 


G. THORACOPLASTY FAILURES : 


We had 2 cases under this heading. Some- 
times thoracoplasty fails to control the underlying 
disease or may produce atelectasis or bronchiec- 
tatic changes. Persistent positive sputum, recur- 
rent haemoptysis or repeated attacks of respiratory 


infection indicate excision of the underlying 

diseased area. 

H. DISEASE SITUATED IN THE LOWER PART OF 
THE LUNG: 


The lower lobe disease, particularly the cavity 
situated in the apical lower segments (so called 
‘perihilar cavity’) and basal segments, responds 
very poorly to collapse therapy. Its situation very 
close to the diaphragm and early formation of 
adhesion may account for this failure. Thoraco- 
plasty may involve the sacrifice of a great deal of 
functioning lung tissue which amounts to a func- 
tional pneumonectomy with uncertain result. 


COMMENTS 


During the last 15 years, the ‘excisional sur- 
gery of the lung’ for tuberculosis has established 
itself in the therapeutic programme of pulmonary 
tuberculosis. With the advent of modern anti- 
tuberculous drugs, the mortality and morbidity 
rates of operations have been considerably lowered. 
As an elective procedure it can now be used with 
confidence. 


ESR OF STORED BLOOD—SATPATHY AND SINGH 


The indications for this operation have been 
considered in this paper. These elective opera- 
tions are aimed at removing the major offending 
foci. They should be used only when patients 
have been stabilised, when the disease has been 
localised by the conventional rest and drug therapy, 
and when the patients have developed systemic 
and local resistance against the disease. 
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SEDIMENTATION RATE OF STORED 
BLOOD 


N. K. SATPATHY, anp B. SINGH, 3.2.5. 


Demonstrators, Department of Physiology 
S. C. B. Medical College, Cuttack 


Erythrocyte sedimentation rate depends on 
several factors such as fibrinogen and globulin con- 
tent of blood, size of R.B.C. and rate of rouleaux 
formation. Melville and Basil (1960) have shown 
that E.S.R. varies quite significantly with time, 
i.e., the interval between the hours of collection 
and examination of blood. The present work was 
carried out to study the changes in E.S.R. of 
stored blood, the storage being done under condi- 
tions employed in blood banks. 


MATERIAL AND MeTHoDS 
Blood sample collected from apparently healthy 
subjects of either sex was mixed with the follow- 
ing anticoagulant-nutrient solution : 


Sodium citrate 300 mg. 
Dextrose --- 300 mg. 
Uric acid . mg. 
Distilled water 100 cc. 


The above solution, freshly prepared, was 
mixed with the blood in the same proportion 
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Tasts 1—SHOWING ResuLts or E.S.R. DeTermMInations 


E.S.R. (mm.) at 24 hrs. interval after collection of blood 


Sample Ist day 2nd day 3rd day 4th day 5th day 6th day 7th day 
No isthr. 2nd hr. isthr, 2ndhr. Isthr. 2ndhr. tsthr. 2nd hr. isthr. 2ndhr. Ist hr. 2ndbr. Ist hr. 2nd hr. 
i 2 4 2 350—Ci«‘SSS 8 1s 3 0-5 1 x x x x 
2 3 6 2 6 3 8 0-5 1 0-5 05 ” « x x 
3 2 5 0-5 i 0-5 1 0 0-5 x « x . x « 
4 35 67 15 31 14 20 3 7 2 5 x x x x 
5 25 50 ot 54 20 47 10 20 25 36 x x « 
b 26 49 5 12 7 19 3 6 5 7 5 7 x x 
7 3 11 3 13 3 10 2 2 6 x 
8 47 89 56 8 45 91 43 7 42 6 12 x x 
9 23 48 15 32 25 2 os 1 x x 
10 14 26 18 4200 40 13 36 i 28 9 20 7 13 

(blood: anticoagulant :: 4:1) as prescribed for ACKNOWLEDGMENT 


blood transfusion. The E.S.R. was tested, within 
15 minutes of dilution, by the Westergren’s 
method. Readings were taken at the end of the Ist 
hour and at the end of the 2nd hour. 

The blood in a test tube was stored in the 
refrigerator. After 24 hours the blood was taken 
out, very gently and thoroughly mixed and allowed 
to attain the room temperature. Then the E.S.R. 
was again estimated. This was repeated every 
day up to 5-7 days. 


RESULTS 


Details of the findings from 10 normal subjects 
are shown in Table 1. 


DISCUSSIONS 


The aim of this work was to find out how long 
the blood could be stored in the blood bank with- 
out any appreciable change in E.S.R. In six of 
the ten samples (60 per cent) there was no change 
in sedimentation rate after 24 hours of storage. In 
three cases there was a retardation and in one case 
there was acceleration of E.S.R. On the 3rd day 
of storage there was not much change in the 
sedimentation rate. But on the 4th day there was 
a dramatic retardation of E.S.R. in almost all the 
cases. The cause of this retardation is not definitely 
known and intensive investigation is necessary for 
finding out the cause which might lie either in 
the plasma or in the corpuscles. 


SUMMARY 


Storage of blood under the same conditions as 
in blood bank for more than 72 hours alters the 
interrelationship between the plasma and the red 
blood cells, which is manifested by a marked 
retardation in the sedimentation rate of the blood. 
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JAUNDICE IN INFANCY AND CHILDHOOD 


B. R. RAMA RAO, D.c.H. 


Reader in Paediatrics 
Kasturba Medical College, Mangalore 


Jaundice in the newborn is a problem which 
concerns its immediate life as well as its future 
development. Factors responsible for the produc- 
tion of jaundice are: (1) excessive breakdown of 
red cells; (2) hepatocellular or parenchymal 
damage ; and (3) an anatomical or organic biliary 
obstruction. The causes of jaundice in infancy in 
such conditions as haemolytic disease of the new- 
born, sepsis, syphilis and congenital atresia of the 
bile ducts are fairly well understood. There is still 
a major group of cases with uncertain aetiology 
which are labelled ‘physiological’ jaundice and an 
ill-defined group designated as ‘hepatitis’. The 
Cifferential diagnosis of jaundice in the newborn 
often presents some difficulty, as the haemolytic 
type is frequently complicated by obstructive ele- 
ments, and not infrequently a jaundice associated 
with parenchymatous type of damage to the liver 
will appear clinically as a case of complete obstruc- 
tion. 
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Unlike in adults, liver function tests are of 
doubtful value at this age. The most valuable 
tests are those concerned with bile pigment 
changes. Bile pigment is consistently present in 
the urine of jaundiced infants. Urobilinogen is also 
present in haemolytic disease of the newborn and 
neonatal hepatitis ; and its occasional presence in 
total congenital atresia of the bile duct is inter- 
esting but unexplained. The presence of bile 
pigments in the stools is an important aid in dis- 
tinguishing between parenchymatous and obstruc- 
tive jaundice in the neonatal period, as variable 
amounts may be present in the faeces in haemo- 
lytic disease and virus hepatitis. 

The bilirubin level is helpful in diagnosing the 
development of kernicterus. High values indicate 
the necessity of exchange transfusion. The level 
reaches a peak and comes down with recovery in 
haemolytic disease of the newborn, whereas in 
atresia of the bile duct the level rises slowly and 
continuously. The other tests like serum floccu- 
lation tests, serum cholesterol determinations, and 
serum alkaline phosphatase level, are either of 
limited or of no diagnostic value. Liver biopsy is 
not very helpful. 

Some of the principal causes of jaundice in the 
newborn (Nicholson, 1956) are as follows: 


A. WHERE JAUNDICE APPEARS AT BIRTH OR WITHIN 
THE FIRST WEEK OF LIFE: 


1. ‘Physiological’ jaundice—(a) In _ full-time 
infant. (b) In premature infant. 

2. Haemolytic disease of the newborn (erythro- 
blastosis foetalis)\—(a) Due to Rh incompa- 
tibility. (b) Due to ABO group incom- 
patibility. (c) Due to other blood group 
incompatibility. 

3. Infection—(a) Neonatal hepatitis. (b) Con- 
genital syphilis. (c) Toxoplasmosis. (d) Cy- 
tomegalic inclusion cell disease. 


B. WHERE JAUNDICE IS PRESENT IN THE INFANT 


AFTER THE FIRST WEEK OF LIFE: 


1. Prolonged obstructive jaundice—(a) Atresia 
of bile ducts: (i) Extrahepatic ducts. 
(ii) Intrahepatic ducts. (b) Inspissated bile 
syndrome of erythroblastosis foetalis. (c) 
Neonatal hepatitis: (i) Viral— ?Homolo- 
gous serum hepatitis— ?Infectious hepa- 
titis— ?Other viruses. (ii) Toxie— ?Bac- 
terial toxins. 

Prolonged ‘physiological’ jaundice. 
Galactosaemia. 

Congenital familial non-haemolytic jaundice 
with kernicterus—Constitutional hyperbili- 
rubinaemia—probably inherited as a reces- 
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sive characteristic. Elevation of indirectly 
acting serum bilirubin (very uncommon). 

5. Haemolyltic anaemias—(a) Acholuric jaun- 
dice. (b) Cooley’s anaemia. (c) Sickle-cell 
anaemia. (d) Hereditary non-spherocytic 
haemolytic disease. 


Some of the important aspects of jaundice in 
infancy are considered below : 


PHYSIOLOGICAL JAUNDICE 


Jaundice seldom appears before the 2nd day of 
life and usually disappears by the 10th. It com- 
monly occurs in normal infants. There is no asso- 
ciated splenomegaly and the condition resolves with 
no untoward sequelae. 


Physiological jaundice was thought to be due 
to haemolysis of excess of red blood cells which 
were no longer required by the newborn, and gave 
rise to hyperbilirubinaemia. This theory seemed 
unlikely betause such increased haemolysis would 
lead to increased faecal stercobilinogen, but the 
reverse actually occurs. Those with the highest 
serum bilirubin levels, excrete the least pigment 
in the stools—suggesting deficient hepatic secre- 
tion rather than haemolysis. It has been sug- 
gested that foetal erythrocytes are more susceptible 
to haemolysis, than the adult ones. But survival 
studies have shown that placental erythrocytes are 
not more fragile than these of the adult. It seems 
probable that the liver of the newborn is function- 
ally immature and is unable to excrete bilirubin 
efficiently. This is supported by grossly abnormal 
bromsulphalein tests, confirming diminished ex- 
creting capacity for pigments. It would explain 
the more severe jaundice of premature infant. 
Physiological jaundice is present in 50 per cent 
of premature infants, and lasts up to 4 weeks and 
may be intense. No treatment except fluids is re- 
quired. 

The jaundice may be pathological in prema- 
ture children and may cause kernicterus, Hottinger 
(1958) of. Basle found 7 per cent of kernicterus 
among deaths of premature babies in 1922-29; 
73 per cent in 1950-53; and 22 per cent during 
1954-56. The increase is significant. Kernicterus 
is no longer considered as a complication only of 
Rh incompatibility or other blood group incompa- 
tibilities. It is a disease of premature babies also. 
Physiological icterus appears less frequently with 
increasing maturity of liver. The so-called ‘phy- 
siological icterus’ appears earlier and is more 
intense in infants weighing less than 1500 g. 
(approximately 3°3 Ib.). Rising concentration of 
serum bilirubin means increasing danger of kernic- 
terus at levels exceeding 20 mg. per cent. It is 
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necessary to perform exchange transfusion in pre- 
mature children where the bilirubin content is very 
high (over 20 mg. per cent). In spite of the ex- 
change transfusion, a kernicterus may arise if bili- 
rubin accumulated in the tissues is diffused into 
the blood, raising the serum bilirubin level. This 
calls for a second exchange transfusion. 


DIskASE OF THE NEWBORN 


This disease includes three syndromes as mani- 
festation of the same disease entity, viz., 


1. Congenital haemolytic anaemia, 

2. Icterus gravis neonatorum, and 

3. Congenital oedema (hydrops foetalis). 

Clinically the disease may manifest itself as a 
mild undiagnosed anaemia due to a severe icterus 
neonatorum, or the next severe form of hydrops 
and intra-uterine death. The fundamental cause 
of the disease is incompatibility between the foetus 
and the mother with respect to one.of the blood 
group factors. Antigen in foetal red cells may 
provoke the development of maternal antibodies 
which passing into foetal circulation, leading to 
haemolysis of foetal red blood corpuscles. The 
commonest incompatibility is in the Rhesus blood 
factor. About 15 per cent of mothers are Rh-nega- 
tive and are therefore liable to produce antibodies 
if the foetus is Rh-positive. The blood of an Rh- 
positive person is capable of being agglutinated by 
the serum of a sensitised Rh-negative individual 
and the responsible Rh-positive antigen is often 
referred to as ‘D’ and its antibody as ‘anti-D’. 
The Rh blood group like other blood groups is in- 
herited as a Mendelian factor—the genes being 
carried by a chromosome pair different from those 
carrying all other known blood groups, each chro- 
mosome being contributed by a parent. Thus a 
person’s constitution (or genotype) in this respect 
may be DD (Rh-positive homozygous), Dd (Rh- 
positive heterozygous), or dd (Rh-negative homo- 
zygous). In Great Britain 83 per cent of all per- 
sons are Rh-positive and 17 per cent Rh-negative. 
Among the former the heterozygous type is pro- 
bably somewhat more numerous than the homozy- 
gous. This is significant, because the spermato- 
zoon of a homozygous father will carry gene D, 
and if he is married to an Rh-negative woman who 
becomes sensitised, all babies will run a consider- 
able risk. On the other hand, approximately half 
the children may escape when the father is hetero- 
zygous. 

An Rh-negative woman married to an Rh-posi- 
tive man is in danger of becoming sensitised to 
Rh antigen, but only | in 20 of such women does 
develop sensitisation. This seldom happens with 
the first pregnancy after marriage unless the 


mother had previously received injections or trans- 
fusion of Rh-positive blood or has had previous 
pregnancies (including abortions and stillbirths). 
Immunisation by blood injection or transfusion is 
a much greater menace to the Rh-negative woman 
than pregnancy. It is thought that about 50 per 
cent of Rh-negative persons develop antibodies 
following a single transfusion or even a very small 
subcutaneous or intramuscular injection of Rh- 
positive blood. In western countries the incidence 
of haemolytic disease is 1 in 200 of all pregnancies. 
Its incidence is lower in eastern countries. Every 
pregnant woman should have her Rh-group exam- 
ined. If she is Rh-negative her blood should be 
examined for antibodies and the test repeated 6 
weeks before the expected date of confinement. 
The presence of antibodies in the mother’s serum 
indicates that the foetus, if Rh-positive, is under 
considerable risk of developing haemolytic disease 
of the newborn. The attachment of the Rh-anti- 
bodies to the erythrocytes. of an Rh-positive may 
be shown by direct Coombs’ test performed upon 
the blood taken from the child within one week of 
birth, or preferably from the umbilical cord at 
birth. 

Clinically this jaundice appears within an hour 
of birth or so, develops rapidly, and deepens from 
hour to hour. The infant becomes drowsy and 
anaemic, and the liver and the spleen are enlarged. 
Petechiae and even free haemorrhages may 
develop, especially when jaundice is present at 
birth. What other features point to the diagnosis 
of haemolytic diseases ? 

Prenatal evidence—History of jaundice at birth 
in a previous pregnancy, or known case like this 
in a previous infant in the family is important. 
History of Rh-negative mother having received a 
blood transfusion or intramuscular injections of 
blood even remotely in the past, or history of one 
or more miscarriages in a mother known to be Rh- 
negative is important. 

Postnatal evidence—Amniotic fluid may be 
yellow coloured, and the foetal end of the cord 
may be stained. The placenta is rather large. 
Jaundice appearing within an hour or so after 
birth and deepening rapidly. Liver and spleen are 
palpable. Reticulocytosis, nucleated R.B.C. and © 
macrocytosis may be present in stained films and 
Hb. estimations reveal progressive anaemia. Cord 
blood haemoglobin is more reliable. Coombs’ test 
is positive. 

Subsequent course of the disease—The main 
hazard of the disease, apart from the damage from 
haemorrhage and anaemia, is the high serum 
bilirubin level. It is the most important complica- 
tion. 
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KERNICTERUS 


This is a condition where marked staining of 
the basal ganglia and subthalamic nuclei occurs 
with marked necrosis. It may occur when the 
serum bilirubin level rises above 6 mg. per 100 ml. 

The serum bilirubin measures and kernicterus— 
With peak bilirubin, 0 to 5 mg. per 100 ml. there 
is no kernicterus. With peak bilirubin 6 to 15 
mg. per 100 ml. the incidence of kernicterus is 3 
per cent. With peak bilirubin 16 to 30 mg. per 
100 ml. the incidence of kernicterus is 18 per cent. 
Where bilirubin level is over 30 mg. per 100 ml. 
the incidence of kernicterus is about 50 per cent. 
This grave nuclear involvement is a frequent com- 
plication of jaundice of prematurity and haemo- 
lytic disease of the newborn. It may also compli- 
cate other forms of jaundice, especially neonatal 
hepatitis. 

Symptoms usually appear between the fourth 
and eighth day of birth. The jaundiced child 
refuses to suck or vomits, becomes restless or 
lethargic. The infant develops stiff neck, and 
retraction of head, which may proceed to opistho- 
tonus. There is stiffness of limbs, squint, twitch- 
ings, convulsions, and high-pitch cry. Death may 
supervene rapidly in 12 hours and 70 per cent of 
affected infants die within 7 days of onset of the 
disease. Those who survive, develop permanent 
neurological sequelae like mental defect, cerebral 
palsies, athetosis, deafness, green staining and 
ridging of the deciduous teeth, unless they die of 
intercurrent infection. 

The chief aim in treatment is to avoid the 
development of kernicterus. Early exchange 
transfusion can reduce the incidence of kernicterus. 
Where indicated, exchange transfusion must be 
performed within 6 hours of birth, and may have 
to be repeated. Premature children with jaundice 
and those in whom haemolytic disease of the new- 
born is suspected or has developed, must be 
hospitalised. 

When the cord haemoglobin concentration 
exceeds 17°5 g. per 100 ml., the infant is very 
unlikely to get kernicterus. Infants with cord Hb. 
concentrations between 15°5 and 17°5 per 100 ml. 
should be carefully examined at intervals not 
exceeding 8 hours during the first 24 hours of life, 
and any suspicion of the onset of jaundice within 
this period should be considered as an indication 
for exchange transfusion. Assuming that the 
direct antiglobin is positive, indications for imme- 
diate exchange transfusion should be: (a) birth 
weight 6 Ib. or less, or infant born 3 weeks or 
more before the expected day of delivery (irres- 
pective of any other finding), (b) history of the 
mother having previously given birth to a simi- 
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larly affected infant (irrespective of any other 
findings), and (c) cord Hb. concentrations below 
16°5 g. per 100 ml. (Mollison and Cutbush, 1954). 

An infant whose bilirubin concentration is 
rising towards 20 mg. per 100 ml. despite a first 
exchange transfusion, is a very good case for 
receiving a second transfusion. Sometimes even a 
third is required. 


INSPISSATED Bite SyNDROME 


The inspissated bile syndrome is a type of 
obstructive jaundice caused by a less severe com- 
plication of haemolytic disease of the newborn— 
the jaundice being attributed to the inspissated 
bile blocking the bile canaliculi. This should be 
suspected clinically when jaundice due to Rh 
incompatibility persists unduly long and is of 
obstructive type. Persistence of jaundice over 10 
days after exchange transfusion or over 3 weeks 
after onset in untreated patients is very suggestive. 
It may persist for 15 weeks, but eventual recovery 
is usually complete. 


ABO Group INCOMPATIBILITY 


Jaundice occurs within 24 hours after birth, 
and is usually mild but sometimes marked. It 
affects the first birth as well as later births. Sponta- 
neous recovery is usual. Other blood group factors 
are uncommon causes of haemolytic diseases. 


NEONATAL INFECTIONS 


Infections or general sepsis and septicaemia 
from extraneous sources, usually umbilicus, skin, 
gastrointestinal tract, etc., are causative factors— 
the infections being due to Staphylococcus aureus, 
E.coli, and streptococcus. Jaundice usually occurs 
on the 5th day or later. The child refuses feeds. 
Diarrhoea, collapse and dehydration with slight 
pyrexia may develop. The child rapidly deterio- 
rates. These infections are of less importance since 
the advent of the antibiotics. 

Congenital toxoplasmosis—The protozoan caus- 
ing this disease may be transmitted to the foetus 
from an unsuspected maternal infection. Jaundice 
may be present within a few hours of birth, and 
may be associated with hepatosplenomegaly and 
encephalomyelitis and followed by hydrocephalus, 
microcephaly, retinochoroiditis and intracerebral 
calcification. The spinal fluid may be xantho- 
chromic. The diagnosis may be confirmed by 
isolation of causative organisms in mice inoculated 
with blood of C.S.F. or by demonstrating neutrali- 
sing complement fixing or cytoplasm modifying 
antibodies in the serum. Jaundice is due to direct 
hepatic involvement and haemolysis. 
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Herpes simplex—The liver may be involved in 
the course of fulminating virusaemia which may be 
contracted at birth from herpes simplex infection 
of maternal genital mucosa. Jaundice is due to 
viral involvement of the liver. Characteristic 
herpetic lesions may involve the mucosa of the 
infant. 

Congenital syphilis—Visceral involvement is 
common in foetal infection and the foetal liver is 
the particular site in which a large number of 
Treponema pallidum can be found, leading to fine 
pericellular cirrhosis. 


NEONATAL Vrrat Hepatitis 


The virus of serum hepatitis is small and is 
capable of traversing the placenta and infecting 
the foetus. Human transmission studies have 
indicated the presence of infective agent in the 
serum of mother and infant and transplacental 
spread seems the only portal of entry of the virus 
to the infant (Stokes et al, 1951). 

The agent transmitted by this route is probably 
the serum hepatitis virus rather than the infective 
hepatitis virus because the foetus is protected from 
the latter by gamma globulins in the mother’s 
blood. True infective hepatitis is rarely trans- 
mitted by the pregnant mother to the foetus unless 
the disease is contracted late in pregnancy. The 
mother may be a healthy carrier of the serum 
hepatitis virus and transmit it in successive preg- 
nancies. In one such family three infants in suc- 
cession were affected (Dible et al, 1954). 

The disease may be a cause of stillbirth or the 
affected infant may die soon after birth before 
jaundice had time to develop. Clinically obvious 
is the type in which icterus of various grades is 
present during the first 12 days of life. Recovery 
may occur within a few weeks or the disease may 
last weeks, months or years, passing through the 
stages of chronic hepatitis to cirrhosis. The diag- 
nosis from congenital obliteration of the bile duct 
may be very difficult. Exploratory laparotomy is 
indicated when the infant is 3 to 4 months old. 
With liver biopsy the condition is found similar 
to adult hepatitis, with liver necrosis, fibrosis, bile 
duct proliferation, and attempts at liver cell 
regeneration. 

Prognosis in infancy, as distinct from later 
childhood, is poor. Survivors may well be fore- 
runners of the obscure cirrhosis for which no cause 
can be found (Dibble et al, 1954). 

Treatment—Adequate protein, fat soluble vita- 
mins and high caloric intake are recommended. 


PROLONGED ORSTRUCTIVE JAUNDICE 
Congenital atresia of the bile duct—Any 
malformation of extrahepatic biliary system may 


occur, e.g., absence of part or complete absence of 
the whole system. There may be late canalisation 
of apparent fibrous biliary ducts. 

Pressure from outside causing obstruction—e.g., 
choledochal cyst, annular pancreas, etc. 

Obstructive jaundice with normal biliary tree— 
(1) inspissated bile syndrome ; (2) atresia of intra- 
hepatic interlobular bile ducts (developmental 
dysplasia). 


ConGeniTaL ATRESIA OF Biz Ducr 


Here jaundice is the outstanding symptom. It 
may be present at birth, but is usually not seen 
until 2 or 3 weeks later. It may present as 
physiological jaundice which does not clear up. 
Jaundice in this case is progressive without remis- 
sion. The infant is deeply icteric or of dee» 
bronzed hue. Stools are pale or clay coloured, or 
even white meconium may be present. Urine is 
deeply bile stained with no urobilinogen. The 
liver is large, firm and smooth and later cirrhosis 
and ascites develop. Appetite and nutritional 
status are good for many months. These children 
seldom live beyond 2 years. McDonald Jr. (1957) 
has pointed out that 60 per cent of these infants 
with obstructive jaundice are born with atresia of 
bile duct, and 25 per cent with intrahepatic disease, 
especially hepatitis. The difficulty in distinguish- 
ing the two cases commonly leads to delay in 
operation for up to 6 months until hepatitis has 
been excluded. He has found that early biopsy 
of the liver, through a small incision under local 
or cyclopropane analgesia will provide an accurate 
diagnosis within one or two months of birth and 
permit early exploration of biliary atresia before 
the liver is irrevocabaly damaged. 


GALACTOSAEMIA 


Obstructive type of jaundice usually appears 
after the first week of life. It presents with history 
of infant failing to thrive, anorexia, large liver, 
and possibly cataract. It is an inborn error of 
metabolism affecting the enzyme system concerned 
with conversion of galactose to glucose. The 
mode of hepatic damage is uncertain. It is 
controlled by galactose-free diet. 

Vitamin K and kernicterus (Gellis, 1957-58)— 
During the last couple of years reports have 
appeared of kernicterus in premature infants who 
had received high doses of vitamin K analogue 
(synkavit). The mechanism of synkavit in increas- 
ing blood bilirubin in premature infants is 
uncertain, although it may be a cause of haemolysis 
or may interfere with the capacity of the liver to 
handle bilirubin. The effect of vitamin K dosage 
on plasma bilirubin levels in premature infants is 
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reported by Bound and Telfer (1956) who com- 
pared two groups of premature infants. The only 
significant variable was the dosage of vitamin K 
analogue, synkavit. Plasma bilirubin levels in 
venous blood were estimated on the 5th day. 
Among 55 infants who received 30 mg. synkavit 
(10 mg./day for 3 days), the mean 5th day bili- 
rubin level was 15°4 mg./100 ml., and 21 had 
levels over 18 mg./100 ml. By contrast, in 51 
infants receiving only 1 mg. synkavit, the mean 
plasma bilirubin level on the 5th day was 9°7 
mg./100 ml. and only 2 had levels over 18 mg. / 100 
ml. Both these differences are significant. Two 
infants in high dosage group died of kernicterus, 
and 3 had transient symptoms of the condition. 
In no infant of the low dosage group did kernic- 
terus develop. 
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PRACTITIONERS’ SERIES 
CONVULSIONS IN CHILDREN 


S. MANCHANDA, ™M.»., M2.CP., DCH, P.C.M.S. 
Professor of Paediatrics, Medical College, Amritsar 


Few symptoms are more terrifying to witness 
than are ‘fits’ or episodic convulsions. The 
phenomenon is a dramatic one, appearing abruptly 
and often violently. The condition is embarassing 
te the parents, other witnesses, and even to the 
attending doctor. Unfortunately convulsions are 
very common in children, especially of the younger 
age groups. The incidence of convulsions in rela- 
tion to other childhood diseases is estimated to 
be one in twenty. This is roughly 15 times more 
frequent than in adults where it is estimated to be 
1 in 300. This has been attributed to the 
immaturity of the central nervous system from lack 
of myelin, high water content, more rapid meta- 
bolism and perhaps some other chemical peculia- 
tities so that minor infections like injuries, 
emotional and metabolic upsets, to which the 
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adults are fairly immune, readily provoke convul- 
sions in young children. Electro-encephalographic 
patterns in children show immature cerebral 
rhythm with higher waves and slower frequency. 


SIGNIFICANCE OF THE TERM ‘CONVULSION’ 


Convulsions constitute only a symptom, arising 
from some cause whether organic or functional and 
to find out the cause, certain investigations may 
be required. However, in some cases, the cause 
may remain undefined in spite of the laboratory 
aids. Nevertheless, a very thorough and carefully 
taken history of events preceding and accompany- 
ing the symptom is indispensable. Detailed 
information on the perinatal history, past and 
family history is important. In the present 
history, the onset of the illness, course of the 
fever, headache, vomiting, dizziness, muscle 
cramps, blood in the urine with oliguria, dietary 
deficiency, poisoning of some kind, head injury 
or haemorrhagic tendency, exposure to communic- 
able disease, temper tantrum and the existence of 
a known hereditary predisposition would help to 
unfold the underlying nature of the disorder 
responsible for the seizure. Likewise a detailed 
physical examination, noting especially the con- 
ditions of the anterior fontanelle and the pupils, 
and the presence of such signs as abnormalities 
of the muscle tone, apnoea, cyanosis, bradycardia, 
temperature record, meck rigidity would be 
rewarding. The causes of convulsions in children 
are indeed numerous and varied. By itself, the 
fit or seizure is just an incidental symptom of 
secondary importance in the ultimate prognosis 
which naturally depends on the primary cause. 
By contrast, in ‘idiopathic epilepsy’, seizure is, of 
course, the main event. 


AETIOLOGY 


Convulsions may be due to functional or 
organic causes and may merely herald the onset of 
an acute illness or be a terminal sign. Some of the 
important causes are listed below : 


A. Local causes (with involvement of brain)— 


1. Congenital defects, e.g., agenesis, poren- 
cephaly, microcephaly, hydrocephaly, tuberose 
sclerosis, Sturge-Weber syndrome. 

2. Traumatic—natal and postnatal. The 
nature of the intracranial lesion may vary consider- 
ably from contusion, compression, oedema, intra- 
cranial haemorrhage including subdural haema- 
toma, etc. 

Another form of brain trauma is chemical, 
especially ‘anoxia’ resulting from complicated 
obstetrics and anaesthesia, 
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3. Infections, e.g., meningitis, encephalitis, 
cerebral abscess, sinus infection, cerebral malaria, 
tetanus, toxoplasmosis. 

4. Degenerative conditions, e.g., Tay-Sach’s 
disease, Schilder’s disease. 

5. Neoplasms including granulomas, 
tuberculoma. 

6. Haemorrhage resulting from various bleed- 
ing disorders. 


€.g., 


B. General causes— 


1. Infections with rise of temperature, from 
any cause, e.g., acute tonsillitis and other upper 
respiratory tract infections, pneumonias, acute 
pyelonephritis. These convulsions are called 
‘febrile convulsions.’ 


2. Haemolytic disease of the newborn compli- 
cated by kernicterus. 

3. Anoxia—as in Stokes-Adams syndrome, 
coughing bouts of pertussis, ‘breath holding 
spells’—and severe cyanotic heart disease. 

4. Drugs, e.g., lead, camphor, strychnine, 
caffeine picrotoxin, cocaine, ergot, metrazol, 
epinephrine, etc. etc. 

5. Metabolic disturbances, e.g., hypoglycae- 
mia. hypocalcaemia (tetany), alkalosis, uraemia as 
in acute glomerulonephritis, dehydration with 
electrolyte imbalance, especially hypernatraemia, 
and also in hypotonic dehydration. 

6. Nutritional (pyridoxine deficiency). 


C. Epilepsy— 

It may be emphasised that conditions such as 
constipation, phimosis, teething, thread and round- 
worm infestations are not primary aetiological 
factors. It is the increased inherent convulsive 
tendency that manifests itself as convulsion by 
trivial causes like constipation, etc. In fact, when 
a child is brought with fits, it must be thoroughly 
assessed whether the exciting cause was sufficiently 
potent or of an intensity to produce the seizure in 
a normal child or that there is some abnormality of 
central nervous system, predisposing it to go into 
convulsions with either no obvious cause or very 
weak stimulus. 


The above list is by no means complete and it 
can be further expanded. It, however, accounts 
for most of the important causes. 


From the prognostic point of view, seizures 
may be spontaneous or idiopathic and secondary 
or provoked, due to infections, inflammations, 
trauma, metabolic upsets, etc. The incidence of 
convulsions caused by acute infections is higher in 
the younger age groups as against the incidence of 
chronic recurrent fits in older subjects. The 
various aetiological factors operate with varying 


frequency at different age groups, as further 
elucidated in the order given below : 

1. Neonatal period (0 to 4 weeks)—Birth 
injury, congenital defects of brain, acute infections 
(local and general), metabolic disorders, anoxia, 
etc. 

2. Early infancy (1 month to 4 months)— 
Acute infections (general and local), residue of 
birth injury, congenital defects, etc. 

3. 4 months to 2 years—Acute infections 
(general and local), tetany, residue of birth 
injury, congenital defects, etc. 

4. Preschool period (2 to 6 years)—Brain infec- 
tions, acute infections, epilepsy, residue of birth 
injury and congenital defects, tetany. 

5. School age (6 to 14 years)—Epilepsy, brain 
infections, acute infections, residue of birth injury 
and congenital defects. 

It is, thus, clear that whereas any of the above 
causes may operate at any group, the relative fre- 
quency of these causes varies differently when con- 
sidered chronologically. Generally speaking, birth 
injury and congenital defects of the brain are 
more important causes soon after birth and early 
infancy while infections, general or local, account 
for the majority of the cases in the later age 
periods. 

INVESTIGATIONS 


The investigations that will help to discover the 
cause are: 

Total and differential leucocyte counts to 
exclude pyogenic infection and malarial para- 
site ; urine examination for urinary infection and 
for evidence of acute glomerulonephritis ; cerebro- 
spinal fluid (complete examination both chemical 
and microscopic) to determine the various types of 
meningitis and encephalitis, tuberculin (Mantoux) 
reaction ; roentgen studies of the skull—for any 
calcification, increased intracranial tension, suture 
widening, craniostenosis, etc. ; fasting blood sugar 
for hypoglycaemia ; serum calcium for hypocal- 
caemia ; blood urea for renal dysfunction and 
V.D.R.L., Kahn or W.R. tests, electroencephalo- 
grams and other selective investigations such as 
air studies (pneumoencephalography) and cerebral 
angiography, would be indicated from the history 
and physical examination. 


SoME OF THE ‘NOT-WELL-UNDERSTOOD’ CAUSES 


1. Febrile convulsions—These constitute a 
definite entity without any demonstrable lesion of 
the central nervous system. Their incidence has 
been variously reported from 26°2 to 51°9 per cent. 
They are particularly common in the age-group 6 
months to 4 years. They are called ‘febrile con- 
vulsions’ because of their association with raised 
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temperature. The role of body temperature seems 
to be related to two main factors, namely, age of 
the child and the manner of the rise or the degree 
of sharpness of the rise in temperature. Some 
children get the convulsions only when the 
fever is over 103°F. while in others, these convul- 
sions appear when the temperature is sharply ris- 
ing. Generally speaking, they are more likely to 
occur with a sudden rise of temperature and in a 
majority of cases occur with a body temperature 
range of 101°-104°F. The relation of convulsions 
to fever is important. If the convulsions occur at 
the onset of fever, when the temperature is ‘shoot- 
ing’, they are likely to be ‘febrile’. If, on the 
other hand, they occur during the course of a 
pyrexial illness, the chances are that these are due 
to some complication such as meningitis or an 
abscess. Convulsions which last as long as half an 
hour or more are not likely to be febrile convul- 
sions. The fact that these convulsions do not 
appear in all children with raised temperature 
points to a predisposition or ‘soil’ which is 
readily fired by the raised temperature. This pre- 
disposition and the young age are two main 
features which determine the possibility of con- 
vulsions and hence as age advances, the incidence 
of febrile convulsions lessen and older children 
seem to withstand the rise of temperature with 


relative immunity. The susceptibility of the young 
is also confirmed experimentally in kittens which 
manifest no seizure when grown into adult cats. 
How does fever cause seizures is difficult to ex- 


plain. Various explanations given are retention 
of fluid, increase in aminoacids, temporary alkalo- 
sis from hyperventilation, cerebral anoxia, etc. 
The prognosis of these febrile convulsions should 
be guarded. A positive family history of epilepsy 
adversely affects the prognosis. In the affected 
children with a positive family history, the risk of 
future epilepsy is great. The duration and charac- 
ter of the fit is important. Convulsive seizures of 
focal distribution lasting longer than 15 minutes 
or accompanied by deep cyanosis are ominous. 
Besides these qualifications of the fit, if these 
seizures recur three or more times, they may 
be taken as potentially epileptic. On the other 
hand, if there is no history of epilepsy in the 
family and the child had no convulsions before 
except one at the onset of an acute febrile episode, 
the single convulsion may be regarded as innocent. 
The prognosis is also adversely affected if the 
seizures are severe or recur with even mild 
infection. 

2. Breath-holding attacks—These are not relat- 
ed to epilepsy, or any organic cause. These are 
crying spells arising in young children, mostly 6 
to 18 months of age and usually disappear by 3 
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Very occasionally, they are reported in 
older children. The episode begins with the cry- 
ing of the child in temper tantrums. The child 
ends his cry with the breath held in expiration. 
The severity of clinical manifestations depend 
upon the breath-held interval. Cyanosis develops 
in 5 seconds, limpness in 10-15 seconds and 
convulsions in 20 seconds, to be followed by 
sleep or limpness in some cases. Clinically, these 
spells differ from epilepsy in the sequence of their 
progress and in the absence of incontinence of 
urine and faeces. The fit occurs during crying or 
may follow sudden pain, or when something 
is denied to the child and he wants to have 
his own way. The prognosis is good and the 
attacks are not fatal and parents need be filly 
assured on this matter. Proper management of 
the child in relation to his environment is im- 
portant. A significant point is to let the child 
come to his own and not to fuss over his condition. 
Splashing the face ‘with cold water, holding 
the child upside down may abort the attack in 
some cases. Sedatives and tranquilisers may help 
to soothe the irritable child. 

3. Kernicterus is usually a sequela of haemo- 
lytic disease of the newborn—with an incidence of 
8-30 per cent of the so-called ‘icterus gravis’ cases. 
Convulsions occur during the active phase in the 
neonatal period between the 3rd and 12th days and 
in some cases, later on, in the chronic phase when 
the child presents with athetosis, mental retarda- 
tion, deafness, cirrhosis and green teeth. Kernic- 
terus which is popularly termed as ‘nuclear jaun- 
dice’ is believed to occur in children with a serum 
bilirubin of 20 mg. per cent or over. Antigen 
antibody reaction is put forward as the pathogene- 
sis. Prematurity is an important predisposing 
factor. 

4. Spasmophilia (tetany of the newborn) may 
manifest as twitchings or convulsions instead of the 
characteristic spasms of the hands and feet. In 
many cases, there is laryngeal spasm—laryngismus 
stridulus. The condition of tetany in the newborn 
is probably due to the functional immaturity of the 
parathyroid glands and kidneys in the newborn 
from hyperactivity of the maternal parathyroid 
leading to relative hypofunction of the infant's 
parathyroid with resultant tetany. In later in- 
fancy, hypocalcaemic fits seem to occur more in 
artificially fed infants, possib\y due to the high 
content (6 times more in cew’s than in human 
milk) of phosphates precipitating calcium. Tetany 
with rickets is, however, not very common and is 
met with only occasionally. Serum calcium in 
rickets is usually normal—the disturbance is in the 
serum phosphorus and alkaline phosphatase levels, 
the former is reduced and the latter is elevated. 
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5. Epilepsy—The term ‘epilepsy’ implies a 
chronic nervous disorder characterised by recurrent 
paroxysmal attacks or fits of disturbed conscious- 
ness with or without convulsions or any other 
symptoms or signs, resulting from disturbances in 
the electrical activity of the brain. This symptom 
or symptom complex may result from many pre- 
disposing and precipitating causes such as indivi- 
dual make up, personality reaction, excitation, 
physiological disturbances as superhydration, alka- 
losis, anoxaemia, etc., and lastly in hereditary or 
innate tendency. ‘The relative importance of these 
factors is variable and for purposes of treatment, 
needs proper aetiologic and nosologic evaluation. 
When epilepsy is present without any apparently 
demonstrable structural abnormalities of the brain, 
its blood vessels and membranes, it is called primary 
or essential or idiopathic or cryptogenic to distin- 
guish it from organic or symptomatic epilepsy. 


1 


Clinical type _ 


Localisation 


SOMATIC MOTOR 


1. Generalised seizure (grand mal) Complete motor 

2. Jacksonian seizure (local motor) Pre-Rolandic gyrus 

3. Masticatory seizure ... Lower Rolandic 

4. Simple adversive seizure ... Frontal 

5. Tonic postural seizure (decere- 
brate, opisthotonic) . Brain stem 


SOMATIC SENSORY (AURAS) 


6. Somatosensory seizure (tingling, 
numbness, sense of movement, 


etc.) ... Post-Rolandic gyrus 
7. Visual seizure (lights, darkness, 

colours)... .. Occipital 
8. Auditory seizure (buzzing, drum- 

ming, etc.) ins ... Temporal 
9. Vertiginous seizure (sense of 

dizziness) . . Temporal 


10. Olfactory seizure (‘uncinate fit’) Infratemporal 


VISCERAL 


11. Autonomic seizure (viscerosen- 
sory and visceromotor, e.g., 
pupillary, circulatory and gas- 
trointestinal references) ... Diencephalic 


PSYCHIC 


12. Dreamy state seizure (illusional 
and hallucinatory seizures) ... Temporal 
13. Petit mal (lapses, absences) ... ? 
14. Automatism (psychomotor 
tacks or epileptic ‘equivalents’) ? 
15. Psychotic states (secondary) ... ? 


The various well recognised clinical forms and 
their probable localisation as summarised by Pen- 
field and Erickson (quoted from Brennemann’s 
Practice of Pediatrics) are shown in Table 1. 


The typical attack in grand mal consists of 
prodromal symptoms or aura, the motor reactions, 
consisting of the initial tonic and succeeding clonic 
spasms with loss of consciousness and the post- 
convulsive phase and in some cases automatism. 
When the attacks appear in rapid succession, with- 
out return of consciousness, the condition is called 
‘status epilepticus’. 

Petit mal is a very intriguing disorder and may 
show as transient attacks of unconsciousness des- 
cribed as fainting, lapses or dizzy spells or loss of 
posture control (akinetic or Salam type) or as 
myoclonic with sudden jerky movements of flexor 
muscles of arm—throwing the object held in the 
arm violently. 

Pyknolepsy, narcolepsy and cataplexy are 
rather very rare forms. In pyknolepsy the spells 
may vary in number, i.e., from several to as many 
as hundred or more a day. There are no muscular 
spasms or falling to the ground during seizures 
and no mental confusion or drowsiness follows. 
This is really a variant of petit mal. 


Psychomotor epilepsy presents fundamentally 
as some transient behaviour disturbances, with 
personality changes such as dreamy state, visuo- 
auditory hallucination. There is impairment of 
consciousness and the patient may become destruc- 
tive or aggressive or become morose and apathetic 
or yo into temper tantrums or become loquacious or 
run away, jump up and down indicating total 
amnesia or disorientation. The electro-encephalo- 
gram is characteristic showing prolonged periods of 
dysrhythmia with local spikes and occasional brief 
periods of normal rhythms intervening. 

The somatic sensory components consist of 
tingling, numbness, loss of feeling, or visual with 
light disturbance, flashes of light, star and ball 
images, uncinate form and unpleasant gustatory 
sensation. 


The term ‘partial epilepsy’ used in preference 
to the old term ‘focal epilepsy’ implies local dis- 
charge in some part of the brain and depending 
upon its intensity and spread, the clinical picture 
may vary from major or minor fits to localised 
spasm, sensory disturbance, dreamy states and 
mastication movements. 

The popular term, focal or Jacksonian epilepsy 
usually includes motor unilateral fit, indicating 
the origin in the motor cortex. 

Epilepsy in general, usually occurs in children 
above the age of 3 years and the incidence rises 
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with age. Many cases of recurrent febrile convul- 
sions in which fits recurred repeatedly in early life, 
pass on to epilepsy—the fits occurring without 
fever. 

The role of heredity in epilepsy is important. 
How does the family history of epilepsy influence 
the prognosis of the individual case and what is 
the incidence of epilepsy amongst the relatives are 
difficult and not fully settled questions to answer. 
The incidence of epilepsy in monozygotic twins is 
estimated at 56 per cent, dizygotics 104 per cent, 
offspring 5°9 per cent, siblings 3°7 per cent, 
nephews and nieces 1°2 per cent and general popu- 
lation 0°4 per cent. It may, thus, be said that 
heredity predisposes to epilepsy through inherited 
structure and inherited function. However, it does 
not follow that epilepsy is directly transmitted. A 
tendency to it is found in children whose ascend- 
ants have been of psychopathic stock, suffering 
from migraine, epilepsy, mental disorders, etc. 


6. Intracranial neoplasms are not uncommon 
in children and the common tumours are tuber- 
culomas, astrocytoma, medulloblastoma, cranio- 
pharyngioma, papilloma of choroid plexus. Un- 
like adults, infratentorial tumours are more 
frequent in children than supratentorial—tratio ap- 
proximately 2:1. In adults, the ratio is reversed. 
It follows, therefore, that convulsions in children 
from brain tumours occur mostly from the rise of 
the intracranial pressure and seldom from local 
irritation. 

7. Intracranial infections—Convulsions from 
intracranial infections such as encephalitis and 
meningitis need no comment and examination of 
the cerebrospinal fluid is the only means of ascer- 
taining the conditions. Fits commonly occur dur- 
ing the course of tuberculous meningitis and rarely 
also during pertussis, measles and typhoid ence- 
phalopathy. 

8. Pyridoxine deficiency convulsions—Since the 
experimental production of convulsions in rats and 
pigs by feeding them on a diet lacking in pyrido- 
xine, there has accumulated ample evidence that 
pyridoxine deficiency causes convulsions, apathy, 
failure to gain weight and anaemia and that 
administration of pyridoxine corrects the condition. 
Human milk has a high level of pyridoxine. The 
incidence of pyridoxine deficiency convulsions is, 
therefore, present mostly in artificially fed children 
on defatted cow’s milk. 


‘TREATMENT 


Naturally, treatment of convulsions means the 
treatment of the cause responsible for convulsions 
and therefore every attempt must be made to find 
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out the cause. However, since the symptom itself 
is damaging and alarming, it should be considered 
as an emergency and controlled as quickly as pos- 
sible with one or the other drug. It may be true 
that some seizures stop spontancously in an hour 
or so but in most cases, they may last longer and 
continue to recur and in cases where they last 
longer, particularly in a child under the age of 3 
years, they may cause irreversible cerebral changes, 
possibly from anoxia and oedema. 


DRUG THERAPY : 

The choice of drugs is discussed briefly under 
2 headings ; namely drugs controlling convulsions 
in general and drugs for controlling epilepsies. 

(a) Drugs for the control of convulsions— 
Bromides, chloral hydras, phenobarbital, paralde- 
hyde, aether anaesthesia by the open mask method 
are the main drugs used. Paraldehyde is a drug 
of low toxicity and does not depress the respiratory 
centre unless given in very large and toxic doses. 
It needs no sterilisation. Deep intramuscular in- 
jection is safely given and the incidence of 
abscess formation is very rare. The dose is | c.c. 
per 10 ib. of body weight. If the attack is not 
readily controlled in half an hour, half the initial 
dose may be safely repeated. Intramuscular paral- 
dehyde is quite an effective and safe procedure. 
Rectal route is also occasionally employed but 
there is no advantage in it and, besides absorption 
is undependable. 


Barbiturates are very useful and easy to be 
administered. They are, however, ‘respiratory 
depressants. Phenobarbital is the drug of choice 
especially as a treatment in between two seizures. 
The approximate doses according to age are: in- 
fants under 1 year, } grain ; 1-5 years, 3-4 grain ; 
5-10 years, 4-1 grain ; and 10-14 years, }-14 grain. 
During the acute attack intramuscular barbiturate 
4-1 grain under one year, and 1-2 grain in 2-5 years 
age group is both safe and satisfactory method of 
controlling the fits. The dose may need to be 
repeated 4-hourly, until the patient is free from 
convulsions for 24 hours. Sodium seconal capsule 
given rectally restores tranquillity and produces 
sleep in 15 minutes or so. Overdosage with bar- 
biturates may cause incoordination and prolonged 
sleep or profound anaesthesia with paralysis of 
respiration. When taken for long periods, they 
have cumulative action. 

Chioral hydras is another safe drug in the 
dosage of | grain per | year of age. The total daily 
dose may be 3-5 grains up to 6 months and 5-10 
grains above 6 months. 

If after one to two hours of the above mention- 
ed active and adequate anticonvulsant treatment, 


‘ 
et 
1s. 
| 
j 


360 J. INDIAN M. A., VOL. 35, NO. 8, OCTOBER 16, 1960 


the seizures still continue, more active steps as 
discussed under epilepsies, such as intravenous 
paraldehyde dissolved in normal saline or aether 
inhalation may be required. Aether anaesthesia is 
quick, safe and usually effective in some appar- 
ently resistant cases. Only a few drops suffice. 
The aim of anticonvulsant therapy is to control the 
seizure as quickly as possible with as small a dose 
of a drug, with the least harmful side-effects. It is 
often possible to control the seizures completely 
with doses that do not produce unpleasant side- 


effects. In intractable cases, a combination of 
drugs is often better than a single one. As the 
2 
Drug Dosage Indications Side-effects 
Barbiturates 003-009 g. Grand mal Ataxia, slurred 
(%-1% gr.) speech, confu- 
sion, depression, 
drowsiness, skin 
rashes. 
Hydantoins : Grand mal Measly rash, fe- 


Psychomotor ver, lymphade- 
nopathy. 


Epinutin or 0-06-0-4 g. Gum hypertrophy 


Dilantin or (1-6 gr.) (especially when 

Phenytoin septic but not 

Sodium with Meson- 
toin) 

Mesontoin —do— Tremors, ataxia, 
diplopia, nys- 
tagmus, psycho- 
sis. 

Mebaral 0:06-0:18 g. Grand mal 

(1-3 gr.) 

Mysolin 0-25-05 g. Grand mal Drowsiness, slur- 

(LC.L) 1-6times Psychomotor red speech, ac- 
daily com mo dation 
upsets, less to- 

xic. 

Milontin 05-15 g. Grand mal 

Phenurone 0-25-05 g. Grand mal Hepato - toxic, 

\-4times Psychomotor jaundice, vomit- 
daily ing, skin rash- 
es, blood dys- 

crasias. 

Diones : 03g. Petit mal Agranulocytosis, 
Tridione capsule skin_ rashes, 
Paradione _1-4 times drowsiness, pho- 

(Abbot) daily tophobia, glare 

Malidione phenomenon. 

(British 
Schering) 


fit is being controlled symptomatically with one 
drug or another, the cause must be searched for 
and remedied. 

(b) Drugs in the treatment of epilepsy—The 
choice of drug with dosage, indication and side- 
effects for the common types of epilepsies has been 
indicated (Table 2). 

Bromides have now practically been replaced by 
phenobarbital and other anti-convulsants, because 
of their unpleasant taste, interference with appetite 
and the tendency to chromic bromism. They are, 
however used in combination with other drugs 
such as chloral hydras. Phenobarbital is the most 
widely used single anti-epileptic drug which pro- 
duces satisfactory results. Fortunately, it is not 
only effective but is easy to take and has few side- 
effects. The drug must be taken regularly, begin- 
ning with small doses and gradually increasing the 
dose to full therapeutic efficiency. Hydantoins are 
usually combined with barbiturates—the latter is 
given at night and the former during the day. 

Tridione and allied drugs are of specific value 
in the various types of petit mal epilepsy in which 
other drugs are ineffective. 

Amongst the other drugs occasionally used in 
petit mal epilepsy are benzedruic (amphetamine), 
caffeine, ephedrine and diomax. Magnesium and 
calcium salts, diuretics, cathartics, snake venoms, 
iodides, parathyroid extracts, borotartrates, etc., 
have now been relegated to a very small place in 
therapy and are only very occasionally used. 

The importance of maintaining anticonvulsant 
therapy long after the occurrence of the last seizure 
needs full appreciation. Two years are hardly long 
enough in most cases. Sudden withdrawal may 
precipitate ‘status epilepticus’. 


TREATMENT OF STATUS EPILEPTICUS : 


This presents as an emergency requiring urgent 
and heroic treatment. Half measures are useless. 
Paraldehyde, I.M., alone or supplemented with 
luminal sodium, I.M. or I.V., often breaks the 
seizure cycle. Aether or chloroform inhalation to 
the stage of light anaesthesia, with a face mask are 
also a safe and satisfactory method of getting the 
seizures under control speedily. Pentothal sodium 
is another effective and safe procedure. Amytal 
or chloral or ammonium bromide per rectum, large 
dosage of urea by mouth and spinal fluid drainage 
have also been recommended. This anticonvulsant 
therapy must be continued even after consciousness 
is restored. In addition to the heroic therapeutic 
measures with the various anticonvulsant drugs, 
intravenous fluids (of course with moderation), 
antibiotic therapy and adequate hydrotherapy are 
essential. 
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SPECIAL ARTICLES 
HISTORY OF SURGERY 


R. N. COOPER, :s. (LonD.), F.R.c.s. (ENG.) 
Bombay 


In this Boeing age we have broken the sound 
barrier and transportation at an incredibly swift 
rate is now possible. Today I hope to break the 
time barrier and take you through a journey 
extending over 45,000 years in the space of this 
article. 

The question is often asked, ‘When did surgery 
begin ?’ Surgery began when an ancient man met 
with an accident and there was bleeding. 

The earliest human remains belong to a man 
who lived about 45,000 years ago in Iraq. These 
now lie in the famous and fabolous Smithsonian 
Museum at Washington, U.S.A. This skeleton 
was uncovered by a Smithsonian archaeologist 
Dr. Ralph Solecki in 1957. These remains have 
been ascribed to Shanidar Man who succeeded 
the Neanderthal Man. Dr. T. Dale Stewart, 
an international authority on physical anthropo- 
logy, states that his Shanidar Man was about 
40 years old and suffered from arthritis. What 
is interesting is that his right arm was amputated 
just above the elbow. Dr. Stewart calls it 
the earliest evidence of human surgery on 
record. The mural paintings in the cave of La 
Tene in France depict many hands with fingers 
amputatea especially the little finger. The ampu- 
tations presented in the mural paintings of La 
Tene may have been done for purposes of magic, 
ritual sacrifice, punishment or cure of a disease. 
These are about 6,000 to 10,000 years old. An 
ancient Peruvian pottery shows the figure of a 
man with a leg amputated at tibiotarsal junction, 
holding in his right hand a pointed cap-like struc- 
ture, which is probably a device to be adjusted to 
the amputated limb to facilitate walking. It is not 
true to say that dead men tell no tales. The 
bones speak a language of their own if you can 
decipher it. What may we not hear on the day of 
resurrection ! 

Trepanning or trephining of skull was per- 
formed 10,000 years ago in Neolithic times especial- 
ly in Western Europe and Bohemia. At a later 
date this operation was also performed in Bolivia, 
Peru, North America, Mexico and Central America. 
In the Smithsonian Museum there is a collection 
of 20,000 skulls from Peru and other places. 
About a hundred of these skulls show evidence of 
trepanation. These holes in the skull show signs 
of healing. Some skulls show several trephine 


holes of different dates, some more healed than 
others. Lucas Championniere says that this opera- 
tion is still performed by some primitive tribes. 
He talked to one of the trepanists who belonged to 
a family of trepanists and who himself had under- 
gone the operation four times. According to him 
the operation was done for relief of pain in the 
head. Broca surmised that this operation was done 
in prehistoric times for epilepsy and for driving 
out evil spirits from the head. 


Circumcision seems to be an operation of great 
antiquity. In an ancient Egyptian temple this 
operation is illustrated in some wall paintings. 
Egyptian surgery was not of a high order. 

In the Ebero Papyrus there is a description of 
an operation for cataract. The Egyptian ophthal- 
mic surgeons had a high reputation and practised 
in the court of the great Persian King Cyrus. 
Incidentally Persia will be celebrating the 2,500th 
anniversary of Cyrus’s death next year. 

India had a brilliant exponent of surgery in the 
person of Sushruta, who probably flourished a 
couple of centuries before Christ. He describes 
over 120 surgical instruments and tells us how to 
take care of them. Splints and bandages (14 
varieties) have been described. His appreciation 
of surgery will remain a classic. ‘‘Surgery is the 
first and highest division of the healing art, least 
liable to fallacy, pure in itself, perpetual in its 
applicability, the worthy product of heaven, the 
sure source of fame on earth’’. 

Surgery in Greece under Hippocrates was also 
of a standard comparable to India. Five hundred 
years after the death of Hippocrates, Galen flourish- 
ed in Rome. Galen taught laboratory methods 
through animal experimentation. He was the first 
to employ ligatures to arteries; but not to end 
vessels in amputation. This our 16th-century 
Paré did. Galen even gave the name of the shop 
where the ligatures could be purchased. Antyllus, 
Roman surgeon, treated an aneurysm by tying the 
artery above and below the sac and evacuating its 
contents. But to stop bleeding, only boiling oil or 
red-hot cautery was employed. 

Then followed the dark ages and all further 
progress stopped. Surgery remained in the hands 
of barbers and itinerant specialists such as the 
lithotomists. ‘The most important phase in the 
development of medicine came when universities 
were established in Europe. ‘Till then one could 
learn medicine by working as an apprentice to 
another established doctor. Now the ancillary 
sciences began to grow rapidly and it was not pos- 
sible for one man to know all these new develop- 
ments. Now that medicine was being taught at 
the university level, the status of medicine rose ; 
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but until John Hunter came on the scene (1728-93) 
surgery remained a mere craft. He raised it to 
the status of a science. 

John Hunter was a prodigious worker and was 
content with few hours of sleep. From breakfast 
till 12 noon he saw patients in his office. After 
twelve, he would see nobody. Then he went for 
his calls and hospital duties aad returned home at 
4 p.m. and had an early dinner. After that he 
slept for an hour. From 5 30 p.m. to midnight 
he worked in his laboratory and made notes of his 
observations. He went to bed at two in the morn- 
ing. He was indeed a cheerful companion for his 
wife! He stressed the importance of embryology 
and comparative anatomy. He anticipated any 
number of modern discoveries. His famous 
cperation, Hunter’s operation for popliteal aneu- 
rysm, was the direct application of his observations 
on the growth of antlers in the deer. He caught a 
buck and tied the external carotid on one side. He 
observed that the antler became cold to touch on 
the operated side. To his surpise two weeks later 
the antler was warm again. So he killed the animal 
and found the ligature intact, but found the estab- 
lishment of collateral circulation. He concluded 
that under the stimulus of necessity the smaller 
vessels were capable of an increase in size. A case 
of popliteal artery was admitted under him in St. 
George’s Hospital. Should he try the old Antyl- 
lus operation of double ligature and evacuation of 
clot or should he tie the artery high enough for 
collateral circulation to form? He decided to tie 
the femoral artery in the thigh. Right down to 
our times this operation has persisted and is known 
as Hunter’s operation. He collected a large num- 
ber of specimens illustrating human anatomy, com- 
parative anatomy, physiology and pathology. The 
total number of specimens amounted to 13,682 
which cost him £125,000. In 1800 this collec- 
tion was acquired by the Royal College of Sur- 
geons of London. Hunter raised not only the 
status of a surgeon but also that of a pathologist. 
The pathologist who opened a dead body was no 
longer a ghoul but a real student and scientist. 
As a colleague of his said after Hunter’s death, 
“John Hunter made us gentlemen’’. 

There were now three factors which hampered 
the progress of surgery—pain, sepsis and shock. 
Benjamin Brodie (of Brodie’s abscess fame) stated 
emphatically in 1847 that some means to make the 
operations painless was one of the greatest needs 
of mankind. However he said it was a vain wish 
and would never be accomplished. Even as he 
said so a ship was sailing from America bearing 
the tidings of the greatest discovery in the surgi- 
cal world—the discovery of ether as an anaesthe- 
tic. Mr. Horace Wells, a dentist in Boston, wit- 


nessed an exhibition of laughing gas and noticed 
that his friend Ceoley who had voluntered to in- 
hale the gas, was dancing and laughing, even after 
knocking his shin hard against the edge of a 
bench. When he questioned Cooley, if he suffered 
any pain, Cooley denied it. When Wells pulled 
up Cooley’s trousers, he saw blood trickling from 
a big gash. It was then, that Cooley became con- 
scious of pain. Wells immediately conceived the 
idea that a tooth could be pulled out painlessly 
under the influence of laughing gas. He offered 
himself as a patient and had his tooth pulled out 
under gas and felt no pain. After several such 
successful extractions, he presented himself before 
Dr. Warren in January 1845 and wanted to prove 
his technique of painless extraction. Dr. Warren 
said to his class that there was no case for him to 
show to Mr. Wells but if some one in the audience 
wanted to have his tooth pulled out painlessly he 
could avail himself of Mr. Well’s services. A 
stoutish individual came forward and gas was 
administered. The man’s head fell forward and 
his face looked bluish in colour. But the man 
woke up just when the tooth was being extracted. 
He let out a tremendous scream and the students 
shouted ‘Humbug’, ‘Humbug’ and poor Wells had 
had to beat a hasty retreat. Wells persevered and 
soon became well known for painless dentistry. 
Mr. W. Morton, one-time partner of Wells, 
now took up the idea and on 3th September, 
1846, visited the laboratory of Professor Jackson 
for certain information about nitrous oxide gas. 
Jackson having no nitrous oxide gas on hand sug- 
gested a trial of sulphuric ether. Morton experi- 
mented with ether and with the help of Jackson 
devised an inhaler with a glass mouthpiece. Meet- 
ing with success he approached Dr. Warren of 
Massachusetts General Hospital and offered to 
demonstrate his method. On 16th October, 1846, 
he was invited to give ether to a patient of Dr. 
Warren. Morton had to make some last-minute 
adjustments so he was not there in time. Dr. 
Warren said sarcastically, ‘As Dr. Morton has not 
arrived, I presume he is otherwise engaged’. 
Morton arrived a few seconds later and apolo- 
gised to Dr. Warren for being late. A little 
impatiently Dr. Warren said, ‘‘Well Sir, your 
patient is ready’. Morton administered aether and 
in a few minutes said, ‘Sir, your patient is ready’. 
Dr. Warren with a few swift strokes of the 
knife removed the tumour from the face of his 
patient and ligated the vessels and stitched up the 
wound. The patient did not turn a hair, and Dr. 
Warren remembered the words ‘Humbug’, ‘Hum- 
bug’, shouted by the students when poor Wells had 
failed only a year ago. In a voice choking with 
emotion he said: ‘Gentlemen this is no humbug’, 
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and there were tears in his eyes. The clock struck 
ten and a new page was turned in the history of 
surgery on November 18, 1846. Henceforth the 
great dread of pain was removed from surgery. 
Bigelow announced the discovery to the world in 
a Boston medical journal. Liston of London used 
aether as an anaesthetic in December, 1846, Syme 
of Edinburgh in 1847 and Pirogoff of Russia in 
1848. 

Before the advent of anaesthesia, speed counted 
for everything. Thus Liston could do an amputa- 
tion in 28 seconds. Chiselden the great lithoto- 
mist at St. Thomas’ Hospital could remove a stone 
from the urinary bladder by perineal section so 
rapidly that you would miss the entire operation 
if you happened to cough at the time. 

With varying fortunes surgeons practised sur- 
gery. Some abdominal operations were success- 
ful. Many others failed. The cause of failure 
remained a mystery. In the cases that failed, the 
clinical picture that preceded death was the same, 
whether the patient died after a laparotomy or 
after a compound fracture. The patient had fever 
with rigors, delirium and the wound had a foul 
odour. The same picture presented itself when a 
woman died after a confinement. For some un- 
explained reason the uterus was not sutured after 
performing a caesarian section. It was wrongly 
argued that by virtue of its inherent contractile 
power the uterus would close automatically. But 
no one could realise that the open uterus acted as 
a ready-made channel for sepsis to enter the peri- 
toneal cavity via the vagina. The mortality after 
caesarian was close to 100 per cent when Porro of 
Italy while doing a caesarian could not control 
the bleeding and in sheer desperation he tied a 
wire round the cervix and controlled the haemor- 
rhage, removed the body of the uterus and stitch- 
ed up the abdominal wall. That patient lived and 
Porro’s operation was adopted and the mortality 
dropped by half. Porro by tying the wire round 
the cervix had shut off the communication bet- 
ween the peritoneal cavity and the vagina and the 
mortality dropped by half. Every caesarian was 
converted into a Porro’s operation. 

Dr. Ignaz Philipp Semmelweis in the obstetric 
hospital at Vienna observed that mortality follow- 
ing childbirth was several times higher in the ward 
where medical students conducted the cases as 
compared with the ward where cases were con- 
ducted by nurses. He traced this discrepancy to 
the fact that the students came directly from their 
dissections to do the obstetric cases. He thought 
that some contagion from the dissection room, 
carried by the students on their hands, was the 
responsible factor. He therefore compelled his 
students to wash their hands thoroughly in a 
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basin of chlorine water before entering the wards. 
The mortality in his ward dropped to the same 
low figure as in the nurses’ ward. Semmelweis 
was descredited by his seniors who persecuted him 
and drove him out of Vienna bringing in political 
pressure. Semmelweis settled down in Budapest 
and wrote his book on ‘The Aetiology, the Con- 
cept and the Prophylaxis of Puerperal Fever. 
At the 36th Congress of German scientists in 1861, 
he could only find one supporter for his theory. 
The Great Virchow opposed it because it did not 
fit in with his concept of cellular pathology. Thus 
an observation of far-reaching importance made by 
Semmelweis was passed over by the profession. 

Joseph Lister observed the horrible results of 
compound fractures. These results were never 
seen in cases of simple fracture. He was debating 
these points with others when Prof. Anderson, a 
chemist at Glasgow, gave him a copy of Pasteur’s 
paper (1864) on fermentation of wines. Pasteur 
showed that wine exposed to air became sour. 
When the flask containing wine was first heated 
and its mouth sealed so that no air could enter, 
the wine would not ferment for months. Lister 
saw in this, the explanation of the difference in 
the behaviour of the simple and compound frac- 
tures. The compound fracture was like the flask 
of wine exposed to air. He therefore argued that 
it must be through the air that contamination of 
the wound must be taking place. His problem 
was threefold: (1) to prevent ferments getting into 
wound, (2) to kill the ferments should they find 
entry, and (3) to prevent further contamination. 

Compound fractures gave out a foul stench. 
A visiting surgeon from Carlisle drew Lister’s 
attention to the wonderful effect of carbolic acid 
in removing the stench from a sewer in Carlisle. 
Thus Lister and carbolic acid came together. 
Lister had to wait 10 months before he could get 
a case of compound fracture. Today you have not 
to wait so long, thanks to the motor age. Lister 
tried the effect of carbolic acid in his compound 
fracture case in March 1865. The first case was 
a failure. On 12th August, 1865, he had his 
second case. He washed the wound with carbolic 
lotion and changed dressings every day having 
previously soaked them in carbolic lotion. The 
case did extremely well. There was no foul- 
smelling wound. There was no temperature. He 
thus ushered in the era of antiseptic surgery. 

His results following this technique were so 
good that he published his first article on the sub- 
ject in the Lancet of 16th March 1867. However 
Lister’s views were not easily accepted when he 
read his paper on the antisptic principle of the 
practice of surgery at the British Association 
meeting at Dublin on August 9, 1867. At the end 
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of 1869 Lister received good news from Germany 
that Prof. Karl Thiersch, Professor of surgery at 
Leipzig, had tried his system with gratifying re- 
sults. Those who decried Lister, forgot that 
Lister not only used carbolic acid but made many 
radical changes in the preoperative procedures. 
The hands were to be washed before an opera- 
tion. Instruments and dressing had to be soaked in 
dilute carbolic lotion before being used. A fresh 
apron had to be worn at the time of the operation. 
He introduced the use of carbolised catgut in 
1868. 


It was left to Robert Koch to demonstrate what 
Pasteur had postulated and Lister had suspected— 
namely, actual micro-organisms were responsible 
for sepsis. Lister said in one of his adrresses: 
"You must be able to see with your mind’s eye 
the septic ferments as distinctly as we see flies. If 
you can, you will be properly on guard against 
them’’. In his makeshift, small room, at the 
German town of Wollstein, Koch made his world- 
famous discoveries of the bacilli of anthrax, tuber- 
culosis and cholera. He identified the organisms 
responsible for sepsis. These discoveries revolu- 
tionised both medicine and surgery. Again Vir- 
chow who had crushed Semmelweis now spoke 
against Koch. But this time Koch triumphed. 


Lister had assumed that germs came from the 
air. Von Bergman’s assistants, Lange and 
Schimmelbusch tried to culture germs from the air. 
They found that the germ content of air was low, 
whereas it was very high in the dust from the 
floor. Soiled dressings, contaminated hands and 
instruments were potent sources for sepsis. Koch 
showed that live steam killed bacteria and spores. 
Schimmelbusch showed that exposing instruments, 
bandages, dressings, ligatures to live steam would 
ensure absolute freedom from microbes. Lister 
saw his mistake, and gave up his carbolic acid 
technique. This proves that Lister was not a bigot 
but a great man and a true scientist worthy of our 
greatest respect. In 1886 Schimmelbusch intro- 
duced sterilisation by steam under pressure and 
the era of aseptic surgery was ushered in. 

Dr. William Halsted who had been to 
Germany and seen all these developments in the 
causation and eradication of sepsis was appointed 
Professor of Surgery at the recently founded Hop- 
kins Medical School. Halsted was always smartly 
dressed. He wore a top hat, he bought his shirts 
in Paris and what is more he sent them back to 
Paris to be washed and ironed. He had one Miss 
Caroline Hampton as his chief operating room 
nurse. She was not only highly efficient as a 
threatre nurse but she alone could make coffee as 
Halsted would like it. In the Winter of 1889 the 


skin of Caroline’s hands showed signs of eczema 
arising out of the use of mercury perchloride 
lotion. Something should be done for Caroline. 
Halsted experimented and finally hit upon the 
idea of rubber gloves. Thick rubber gloves were 
in use in the post-mortem room. Halsted got 
Goodyear Rubber Co. to make gloves which looked 
like a second skin. These could be sterilised by 
steam. Caroline was cured. Halsted married her 
on 4th June, 1890. She naturally left the threatre. 
But surgical gloves remained and became indis- 
pensable. Dr. Bloodgood when he put on the 
gloves for the first time remarked, ‘What is sauce 
for the goose is sauce for the gander.’ 


The last improvement in surgical attire came 
when in 1911 Willian Hunter of Charing Cross 
Hospital introduced and advocated the use of gauze 
masks, to be worn over the surgeon’s face. ‘Till 
about 1911 surgical gloves and gauze masks did 
not come to the J. J. Hospital. 

Long before 1886 when aseptic surgery came to 
be practised bold surgeons had entered the abdomi- 
nal cavity, sometimes with amazing results. 


In 1602 Florian Mathias, a barber surgeon at 
Prague, opened the stomach of a professional knife 
swallower, who had literally swallowed a knife. 
The story goes that magnets were applied to draw 
the tip of the knife to the abdominal wall. When 
the tip could actually be felt, Florian the surgeon 
cut upon it, removed the knife, stitched up the 
stomach and the man lived. 

Thirty-three years later (1635) surgeons of 
K6nigsberg opened another stomach to remove a 
knife. It had been swallowed by a young farm 
hand who had been tickling his throat with the 
knife to induce vomiting after a drinking bout. 


Ephraim McDowell, a Kentucky doctor, suc- 
cessfully removed a huge ovarian tumour in 1809 
under the most dramatic conditions. The opera- 
tion was performed on a kitchen table and villagers 
stood outside the cottage ready to hang him if he 
should fail. 

After the birth of aseptic surgery, abdominal 
operations were performed in large numbers. Bill- 
roth won immortal fame by the performance of his 
first successful gastrectomy in 1882. 


Yet it is strange that the great assassin of the 
abdomen, the appendix, had not received any 
serious attention from the surgeon. As early as 
1642 Saracenus described an abscess which broke 
through the abdominal wall on the right side. 
A hundred years later, Mestivier, a French physi- 
cian, opened up such an abscess. The patient died. 
Mestivier dissected the body and found a burst 
appendix. In 1812 the English physician Parkin- 
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son dissecting the body of a child having a similar 
history was the first to point out the possible con- 
nection between the appendix and general perito- 
nitis. About i822 a French physician Mellier by 
his postmortem studies pointed out that it was the 
appendix that was at fault in all cases of socalled 
typhhitis or perityphlitis. Dupuytren, the great 
surgeon, pooh-poohed the idea of Mellier. 


Many a young man coming up the ladder of 
fame is knocked down by a man coming down the 
ladder. Dupuytren was coming down the ladder. 
On April 15, 1848, Henry Hannoch a young 
surgeon (39) at Charing Cross Hospital, saw a 
woman with perityphlitis. She was treated on con- 
servative lines with administration of morphine. 
On April 17, her condition was desperate. 
Hannoch felt a hard non-fluctuating mass in the 
right iliac fossa. As her condition became worse, 
Hannoch in sheer desperation cut down on the 
swelling under chloroform and the woman finally 
recovered. He read a paper before the London 
Medical Association on 25th September, 1848, and 
recommended surgical interference even before an 
abscess formed. His words were not heeded. 


In 1886 Reginald Heber Fitz, Professor of 
Pathological Anatomy at Harvard Medical School, 
delivered a sensational lecture on appendicitis and 
emphatically stated that all cases of inflammation 
of the caecum had their origin in the appendix. 
He coined the word appendicitis. He advocated 
removal of the appendix as early as possible. The 
surgeons resented. After all who was a pathologist 
to suggest an operation to a surgeon. On April 27, 
1887 Dr. George Thomas Morton (the son of 
G. Morton who made history by giving ether on 
16th October, 1846) first successfully removed a 
suppurating appendix. Eleven months later he 
successfully removed an inflamed appendix. One 
year later Charles McBurney in New York 
reported on seven appendicectomies with six 
recoveries. 

John Benjamin Murphy of Cook County 
Hospital, Chicago, had studied Fitz’s publications 
on appendicitis carefully. A young workman was 
under his care in the Cook County Hospital, for a 
broken leg. Suddenly on 2nd March, 1889, the 
patient with the fracture complained of pain in the 
right side of the abdomen. Murphy diagnosed it 
as appendicitis and operated within eight hours of 
the starting of the pain. The ease with which the 
operation and the recovery went off led Murphy 
to believe that he had hit on a revolutionary prin- 
ciple in the treatment of an inflamed appendix. 
‘An inflamed appendix must be removed as early 
as possible’. By November, 1899, he had operated 
on 100 such early cases. Whenever he operated 
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within 24 hours of the attack there were no com- 
plications. Murphy enunciated the triad of symp- 
toms—pain, vomiting and a small rise in tempera- 
ture, as diagnostic of appendicitis. The cult of 
early operation was soon adopted by the U.S.A. 
surgeons, but Europe and England adhered to the 
old trend of cooking an appendix till it formed an 
abscess. 

Frederick Treves, a young surgeon at the 
London Hospital, removed a chronically affected 
appendix in the interval between two attacks on 
29th June 1888. However he did not become a 
convert to Murphy’s creed. He operated upon 
cases of recurrent appendicitis after the attack had 
subsided. 

This was the state of affairs until the 24th of 
June, 1902, when Treves operated upon King 
Edward VII. On 13th June, 1902, the King did 
not feel well while reviewing a parade at Aldershot. 
On the morning of the 14th he complained of 
pain in the abdomen. He attended a military 
tattoo but by midnight the pain got worse and he 
vomited heavily. Sir Francis Laking his personal 
physician suspecting perityphlitis, called Sir 
Thomas Barlow the surgeon in consultation on 
the 15th. He concurred with the diagnosis. In 
the afternoon of the 15th the King had chills and 
fever. On the 16th the condition improved and the 
King was brought down to Windsor Castle. A con- 
siderable quantity of opium was administered. By 
the 18th a swelling appeared in the right iliac 
fossa and the diagnosis of perityphlitis was con- 
firmed. Sir Francis Laking said that another 
surgeon should be called. The King flew into a 
rage because it was now eight days for the Coro- 
nation, which was fixed for the 26th June, 1902, 
and ordered Sir Francis out of the room. Later 
the King felt sorry, called Laking back and 
apologised and agreed that Sir Frederick Treves 
be called to Windsor. Treves confirmed the diag- 
nosis but advised waiting until the abscess should 
get walled off. On Saturday the 2ist temperature 
dropped to normal and the swelling receded. On 
Monday the 23rd the King travelled by rail to 
London, and London rejoiced that the Corona- 
tion would not be put off. But on the 
24th he had pain again with fever and vomit- 
ing. An operation became inevitable. The 
decision was taken at 10 a.m. He was operated 
upon at twelve noon on 25th June, 1902, 
and a Bulletin to that effect was issued under the 
signatures of Lister Thomas Smith, Francis Laking, 
Thomas Barlow. Sir Fredrick Treves cut down 
on the abscess, put in two drainage tubes and 
packed the wound with iodoform gauze. It was 
ten days before the King was out of danger and 
recovered completely on 9th August. 
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It is difficult to conjecture what would have 
been the verdict of the medical profession, had the 
King died. At this distance of time we cannot 
judge. We must remember that all concerned 
were but the children of the time they lived in. 
Only Murphy and the American surgeons were 
ahead of their time, and a handful of English 
surgeons were beginning to wake up. Now things 
have changed. You just utter the word appendix 
to some of these wholesale appendix merchants 
and reflexly their hands itch to take it out. The 
story goes that one senior surgeon had a reference 
book with a beautiful index and some useful 
information added as an appendix. He lent his 
book to a junior surgeon with itching hands. The 
book was duly returned but the appendix had been 
removed. 

Surgery broke down one barrier after another. 
The heart was the last hurdle to be got over, and 
the credit goes to Louis Rehn. 

One young German gardener in Frankfurt was 
stabbed in the chest on 7th September, 1896. A 
policeman brought him to the hospital and one 
Dr. Siegel saw him. He shook his head as the 
policeman asked him what chance the poor chap 
had to survive. Had not the great Billroth said, 
“The surgeon who ever attempts to stitch up a 
wound in the heart may be certain that he will 
lose all his colleagues’ respect for ever’’? Dr. 
Louis Rehn the surgeon of the hospital was out 
of town and was not returning for another two 
days. When Dr. Rehn returned he saw the 
patient in a very critical state. For two thousand 
years medical writers had stated that heart wounds 
are always fatal and that any attempt to touch the 
heart with an instrument would cause it to stop. 
He debated the question. Must the man die? 
Could net all these medical writers have just per- 
petuated a myth? He recalled having read that the 
great French army surgeon Larrey had opened the 
chest in 1810 for a stab wound. He had actually 
touched the heart but not stitched it. The man 
died some time later. This proved that mere 
instrumental or digital contact with the heart had 
not caused cardiac arrest. In 1872 a London 
surgeon Callender had removed a needle from the 
heart. The man had stuck a needle into his coat. 
He was involved in a fight and a blow on the chest 
caused the needle to pierce the chest wall and go 
right down to the heart. He drew it out and the 
heart kept beating. No one so far had stitched up 
a heart wound. He, however recalled the experi- 
mentally made wounds in the tieart were stitched 
up in case of a rabbit and a dog. Rehn took 
courage in both hands, opened the chest and 
found that it contained blood. He opened the 
pericardium, saw the rent in the middle of the 


right ventricle and stitched it up. Rehn worked 
night and day on the case. Because of a pleural 
effusion, the patient ran a temperature. This had 
to be evacuated. The patient eventually recovered 
after three weeks and Rehn reported the first suc- 
cessful suture of the heart to 68th annual meeting 
of German scientists and physicians at Frankfurt. 
But one surgeon who exposed the heart in a stab 
case had remained unsung. He was the Negro 
surgeon Dr. Daniel Hale Williams of Provident 
Hospital, Chicago. The colour bar deprived him 
of any priority. Now as we all know it is possible 
to do open heart surgery with extracorporeal 
circulation. We dare not predict what surgery 
cannot do. All predictions so far have been falsi- 
fied. You may well ask Quo vadis to surgery? 


THE ROLE OF SOCIAL MEDICINE IN 
MEDICAL PRACTICE AND NATIONAL 
PLANNING OF INDIA 
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D.P.H., D.T.M.&H., PH.D. (LOND.} 


Professor of Preventive and Social Medicine 
Andhra Medical College, Visakhapatnam 


INTRODUCTION 


Medicine is an applied bioscience dealing with 
men, while medical and health services are 
essentially social institutions. Hence social medi- 
cine should be taught to students of medicine and 
paramedical sciences. Medical students are taught 
biochemistry and biophysics but not  biosocial 
sciences which are equally important. As doctors 
have to deal with human beings they have to study 
the biological and sociological problems of health 
and disease. Most of our health problems are 
sociological rather than biological. For this pur- 
pose doctors should be oriented as social scientists 
with a human outlook and helped by social 
workers particularly in rural areas. As doctors are 
more interested in the study of disease, they 
should think of the patient as well as his disease. 
The ‘human values’ of man should not be neglect- 
ed by doctors. 


Doctors are taught more of disease than health 
in their training. Textbooks of medicine have 
titles such as the diseases of chest, abdomen, or 
pelvis, heart, lungs, kidneys, or bones ; disea:es of 
women and children; etc. Textbooks de not 
start with the title such as “‘Health of ...”. A 
minister is called a Minister of Health, and not a 
Minister of Disease. Medical practitioners must 
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recognise that they are practitioners of health as 
well as of disease. Health and disease are but a 
continuous process, no one is 100 per cent healthy 
or 100 per cent diseased. When men drift from 
health to disease, the doctors should cure the dis- 
ease and restore them to health. No doubt physio- 
logists in preclinical course teach the normal 
functions of the body but when students cross 
over to the clinical course, the pathologists over- 
whelm them from the normal to the abnormal. As 
pathology forms the background for the three 
main subjects, medicine, surgery, obstetrics and 
gynaecology, students emerge out of the college 
with a ‘disease’ outlook. 

During the last 5 years, we have had several 
conferences, committees and seminars on under- 
graduate medical education at all levels; and 
while we are slow in implementing their recom- 
mendations, we are in a great hurry to increase the 
number of medical colleges for undergraduates 
without having experienced teachers. We are 
even increasing and organising study in post- 
graduate degrees and diplomas, even in preventive 
and social medicine. The Silver Jubilee Session of 


the Indian Medical Council (February, 1959) in- 
tended to review only postgraduate education, pro- 
perly confined themselves to undergraduate level 
in this discipline, which is still far from perfect. 


They formed a sub-committee to emphasise teach- 
ing of ‘basic biosocial sciences’ in the pre-clinical 
curriculum. 

Can we blame the freshly passed graduates who 
even in the internee period instead of consolidat- 
ing their 5-year undergraduate course, think only 
of postgraduate course, degrees and diplomas? 
Can we blame students who study for the sake of 
passing examination and not for acquiring know- 
ledge and fostering a critical study of principles 
and developing independent lines of thought? Can 
we blame our ‘part-time’ teachers who, swamped 
by their private practice, cannot devote ‘whole- 
time’ to teaching and training? Can full-time 
teachers, after teaching for 20 years on the same 
subject, confidently say that they need not pre- 
pare for even two hours for delivering an one-hour 
lecture, to keep abreast of current knowledge, to 
present the subject with a different approach every 
year. Teachers of preventive and social medicine 
are among the few full-time teachers in medical 
colleges, and are treated with suspicion and 
neglect. How can social medicine be adequately 
taught or practised and train the large number of 
field workers required for the National Five-Year 
Plans? If the Second Five-Year Plan Rural 
Schemes are analysed objectively, can one doubt 
their wisdom and recommendations ? 


BriosociAL APPROACH TO MEDICINE 


During the preclinical courses, the medical 
student must be oriented towards the biosocial ap- 
proach to medicine, i.e., the behavioural sciences 
which include sociology, social anthropology, 
social physiology, social pathology, social and 
preventive paediatrics and psychology. These 
subjects can be taught as adjuncts to the 
various disciplines by the heads of respective 
departments and/or by departments of preven- 
tive and social medicine. Sociological problems 
must precede biological problems of the disease 
in the preclinical course. Otherwise the curative 
aspects in the clinical course will fix themselves 
like the ‘fixed-virus’ to the neurons of the 
medical students’ knowledge, and nothing can 
be done later to prevent this. ‘Prevention is not 
only better but cheaper than cure’, particularly in 
an underdeveloped country like ours. Preven- 
tive and social medicine must be taught both in 
the colleges and in the field, and should be inte- 
grated with almost every discipline and depart- 
ment of the college. Part I, i.e., biosocial sciences 
should be taught at the end of the clinical course, 
and Part II later, to include others. 


The medical colleges have on their staff freshly 
passed graduates who are called professors. As 
they pass out taking D.P.H., or B.S.Sc. they 
qualify themselves for administrative service as 
Health Officers or by promotion in administra- 
tive services as Assistant Director of Public Health 
or Retired Directors of Public Health (as in this 
State), but such selections are not made on 
academic grounds, whereas the Indian Medical 
Council lays down 10 years’ experience for profes- 
sors in all other departments. It is no wonder that 
the departments of preventive and social medicine 
in Indian medical colleges did no more than 
change their name from hygiene and public 
health, which taught only environmental sanita- 
tion, but nothing of the new course and curricula 
as envisaged by recent conferences, committees 
and seminars. To add to these, there is yet no 
textbook in India with the title ‘Preventive and 
Social Medicine’, and there is no universally 
approved curriculum and syllabus, which changes 
from one university to another and even from 
college to college. 


EPIDEMIOLOGICAL APPROACH TO PREVENTIVE AND 
SoctaL MEDICINE 


Life is but a continuous and continued altera- 
tion and adaptation of the living to the ever- 
changing environment. Hence health and dis- 
ease are influenced by three factors: (a) host 
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(tan), (b) agent (bacteria and parasites) as well as 
(c) environmental factors, including physical, bio- 
logical, psychological, social and cultural. While 
the host-agent relationships are sufficient and suit- 
able for the study of curative medicine, by consi- 
derations of host-agent balance alone, students of 
preventive and social medicine must study all the 
environmental factors, and the interactions bet- 
ween them and with the host and the agent. This 
is the study of epidemiology, which started from 
Hippocratic era with study of epidemics alone, and 
later extended to endemics or chronic diseases, and 
now applied to the study of every disability and 
deformity, such as diseases of unknown aetiology 
like cancer, diabetes and hypertension, and even 
to suicides, snake-bites and accidents. Epidemio- 
logists and biostatisticians take all the facts and 
figures of any discase into consideration, analyse 
them and arrive at constructive data and make 
recommendations for cure as well as prevention. 
In the past, while hygiene; sanitation and public 
health were taught, we were concerned mainly 
with physical environments alone, i.e., environ- 
mental sanitation relating to water supply and dis- 
posal of waste products, etc. But when we drifted 
to preventive medicine we concentrated mainly on 
acute infectious diseases. Now we recognise 
that our health status lies more in chronic 
endemic social diseases, and we shifted to social 
medicine i.e., the study of total disease, in the total 
man in the total environment. 

One may ask why we use social medicine in 
addition to preventive medicine? Modern society, 
particularly after World War II, has so many new 
complex problems caused by rapid and unplanned 
urbanisation, high levels of living index with 
abnormal increase in the three essentials of life 
such as food, housing and clothing ; and break up 
of attachments to joint-family system with smaller 
families. The family doctor who studied the 
total disease in total environment disappeared with 
the large family, and is replaced by expert and 
hurried consultants. This has brought to focus 
the need for social medicine, replacing preventive 
medicine and hence the need for study of socio- 
economic factors in the new cultural background 
of society. Why we do not yet teach epidemio- 
logy in our colleges is because we had no 
epidemiologists before. It is only a month ago 
that an epidemiologist was appointed as the Direc- 
tor General of Health Services at New Delhi ; 
the State Governments will probably take another 
decade more to do so. An _ epidemiologist- 
biostatistician must be found on the staff of these 
departments like the medicosocial workers and 
health educationists ; but very few of them are 
yet staffed on this pattern. 


Socia, Mepictine Mepical PRactice 


Medical practitioners of today are required to 
shoulder greater responsibility than in the past. 
As they have to diagnose early cases of chronic 
diseases and trace them to their environment, they 
have now to use a variety of methods and labora- 
tory techniques for early diagnosis and treatment. 
Instead of getting quick and spectacular results 
with cher-cotherapeutic drugs and antibiotics they 
should now become practitioners of health as well 
as of disease. Most diseases start in their environ- 
ments and most patients are sent mack from hos- 
pitals to the same environment where they get a 
relapse of the disease. Treatment of the environ- 
ment is social pathology which is never taught 
nor even well understood today. We must revert 
back to the old family doctor who, when called to 
see a patient, saw the whole family and enquired 
about all the factors which caused the disease— 
both biological and socio-economic, in their natural 
environments of the family or factory. Doctors 
must afford the time and trouble, and patients or 
State must afford the money, to arrange a periodi- 
cal health check-up and get at early diagnosis and 
treatment which apply as much to curative medi- 
cine in all its branches as to preventive medicine. 
One should find out the causative factors of the 
disease ; but most diseases are multicausal and 
multiphased. Has the staff of the public health 
services in India the time to unravel the multi- 
causal nature of diseases? The acute infectious 
diseases form only 0°! per cent of the total morta- 
lity and 1 per cent of total morbidity? How 
many public health officers are research-minded or 
have research qualifications and equipment to 
detect the causation of chronic endemic diseases 
which are mostly social diseases? Medical practi- 
tioners alone can fill this gap, while the Govern- 
ment health officers can do no more than what 
they are doing at present. By re-orienting their 
cutlook and becoming practitioners of health as 
well as practitioners of disease, the family doctor 
can make an early diagnosis and offer treatment. 
This can be accomplished if every district branch 
of the Indian Medical Association can organise a 
diagnostic laboratory which all medical practition- 
ers can use on a co-operative basis and get quick 
reports on specimens sent there. Will the govern- 
ment help the district I.M.A. in this endeavour 
by subsidising such laboratories ? 


Socta, MEDICINE IN NATIONAL PLANNING 


It is not a mere accident that the first All-India 
Medical Education Conference and the first and 
last meeting of the Health Panel of the Planning 
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Commission which met in New Delhi in Septem- 
ber/October, 1955, drew up the Health Plans for 
the Second Five-Year Plan, as well as recom- 
mended the departments of preventive and social 
medicine in Indian medical colleges. Without this 
the training programmes for re-orienting medical 
officers for primary health centres, auxiliary 
health workers, sanitary inspectors, health visi- 
tors and nurses and midwives, the plan cannot 
work at all. Although the Second Five-Year 
Plan is soon ending, the Health Panel of the 
Planning Commission never met again, to assess 
the results of their recommendations! Although 
the Third Five-Year Plan is getting ready by now, 
the lessons learnt from Second Five-Year Plan are 
not available. Will the Government appoint an 
assessment committee to see how far departments 
of preventive and social medicine in about 20 out 
of the existing 55 and odd medical colleges, 
functioned since 1955, and how far the trained 
personnel envisaged for the National Health Plans 
are adequate in quantity and suitable in quality ? 


SUMMARY 


Doctors and others must consider human beings 
who were once healthy but now drifted to dis- 
ease, as both biological and social beings. This 
can be done best, if they are taught both biologi- 
cal’and social factors in health and disease. 


Medical practitioners as well as medical and 
health personnel must study the normal beha- 
viour of man before they impose their prescrip- 
tions and skill on him. Patients are to be studied 
in their natural environment—physical, biologi- 
cal, psychological, social and cultural. This 
biosocial and epidemiological approach ‘will help 
the doctors and officers and services to be more 
efficient and economical. 


The transition from hygiene, sanitation and 
public health, preventive medicine to social medi- 
cine, the history of the progress of medicine are 
the result of the advancement of our knowledge 
and the needs of the population. During the last 
century preventive medicine with the prevention 
of epidemics and acute infectious diseases, could 
not solve all our health problems. After World 
War II, social medicine came in as patterns of 
society changed ; and with it new problems arose, 
not merely biological but social and socio-economic 
and cultural. 

Prevention is not only better but cheaper than 
cure, for an underdeveloped country like India. 
The medical sciences can do no more than give 
temporary cure without ‘curing the environment’. 
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The health services can offer no more than 
environmental sanitation, in which they did not 
fully succeed and in rural areas several problems 
need research in the multi-causation of diseases. 
Removal of causes is true prevention. 

The success of National Health Plans—second 
five-year Plan and third five-year Plan—depends 
to a large extent on training of personnel for rural 
health services in departments of preventive and 
social medicine. How far these departments have 
succeeded in the second five-year Plan must be as- 
sessed forthwith, before framing plans for the third 
five-year Plan.* 


CASE NOTES 
ABDOMINAL PREGNANCY 


(Miss) V. N. KHARE, ». 
Senior Lady Doctor, Central Hospital, Dhanbad 


Abdominal pregnancy thongh rare is a wellknown 
condition. The ratio of abdominal pregnancies to total 
deliveries in the literature varies from 1 :286 to 1 :15900. 
The first case seen in the Central Hospital, Dhanbad 
during the last six years, in about 2500 deliveries, is 
reported below. 


Cast Report 


Mrs. Turi, aged 30, was admitted to the 
maternity ward of the Central Hospital, Dhanbad 
on 11-3-59. 

Present history—She was admitted for pain in 
the abdomen and vaginal bleeding with a history of 
amenorrhoea for 9 months. 

Obstetric history—Full term normal delivery, 
alive, 10 years ago. No issue after that. 

On examination—She was found to be thin and 
ill-nourished with pulse rate 90 per minute and 
respiration 20 per minute, temperature 101°F and 
B.P. 90/60 mm. Hg. In the heart and lungs, no 
abnormality was detected. Her general condition 
was very poor. 

P.A.—There was enlargement of the abdomen 
up to xiphisternum ; which was partly cystic and 
partly solid to the feel, no definite foetal parts 
being discernible. 

The patient admitted to have felt foetal move- 
ments which stopped a fortnight before admission. 
Abdomen was tense and there was slight oedema 
of the abdominal wall. Presentation of the foetus 


* Based on a paper read at the scientific session of 
the third Andhra Pradesh Medical Conference, Eluru 
(Andhra Pradesh), February 1960 
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could not be made out. The abdominal contour 


looked normal. 


P.V.—Cervix was not effaced ; os was tightly 
closed ; vertex presenting. No placenta felt. 
There was not much active bleeding ; small blood 
clots which were present were removed. 


Management and progress—In view of her 
general low condition she was kept under observa- 
tion. She was given intravenous infusions, e.g., 
osmoplasma, glucose-saline solution, vitamin C. 
Sedatives and antibiotics (penicillin) were also 
given. Her blood was examined and blood group- 
ing and cross-matching were done. The patient 
had Hb. 55 per cent (Sahli) ; R.B.C. 2°8 mill/ 
c.mm. 


Her condition was gradually improving but the 
size of the abdomen steadily increased. The 
temperature became normal after 12 days. On 
23-3-59, artificial rupture of the membranes was 
tried but it could not be done as the os was tightly 
closed. She was given medical induction of labour 
on 31-3-59 with no effect. On 1-4-59 induction of 
labour was again tried with pitocin, and this time 
she had very slight pains which, however, stopped 
on 3-4-59. The foetal parts could not be felt and 
she was x-rayed on 4-4-59. 


X-ray showed foetal parts and Spalding’s sign 
was positive. 


She was put on general lines of treatment and 
had all-round improvement. No drastic interfer- 
ence was thought of. On 15-4-59 another internal 
examination was made which revealed the follow- 
ing: Cervix was small, fibrotic, and pushed high 
anteriorly, abdomen was tense and increased in 
size. 

Artificial rupture of the membrane was attempt- 
ed under vision but this could not be done. The 
patient complained of abdominal discomfort. 
Abdominal pregnancy was diagnosed and laparo- 
tomy was proposed 


Operation—On 15-4-59, the operation was per- 
formed with arrangement for blood transfusion. 
Spinal heavy nupercain, 1°6 ml., was given. An 
injection of pethidine hydrochlor 50 mg. was given 
during the operation. 


The abdomen was opened through right para- 
median incision. The anterior parietal perito- 
neum was found adherent to the amniotic sac 
(gestation sac). It was separated carefully and 
incised in the line of the abdominal incision. The 


sac was markedly thickened, so much so, that at 
first sight it was thought to be a thinned-out 
uterine wall. 


It was opened by longitudinal inci- 


sion. A large quantity of thickened, chocolate 
coloured liquor amnii was drained. The gestation 
sac was found adherent to the peritoneum, omen- 
tum and small intestines on all sides. The foetus 
was lying in the right half of the sac. It was a 
full-term male foetus. The foetus and the placenta 
were found macerated and firmly adherent to the 
gestation sac from within. It was separated from 
the sac with great difficulty and removed. The 
whole of the scalp, right ear, lips and chest were 
adherent to the sac on the right side. After deli- 
very of the foetus there was some room in the 
abdomen and the amniotic sac could now be 
pulled out a little. It was gradually and carefully 
separated from the greater omentum and the small 
intestines by blunt dissection with sponge towels, 
and mounted gauze sponges. The uterus was of 
normal size and the sac arose from its right cornua. 
The right tube appeared to be stretched over and 
merged into the sac, the left tube and ovary were 
normal. The sac, firmly adherent to the fundus 
of the uterus, was removed along with the pla- 
centa. The remnants were removed completely 
piecemeal. Fundectomy was done as the fundus 
of the uterus was unhealthy, and sutured. The 
abdominal cavity was toiletted. The raw areas of 
the bowels were peritonised. The adhesions were 
separated gently and then the abdomen was closed 
in layers in the usual manner after putting in a 
drainage tube. 


The patient was given intravenous infusions of 
blood 250 ml., periston 540 ml., and glucose-saline 
540 ml.—all by the drip method. 


Penicillin and streptomycin were given for 
5 days. Drainage tube was removed after 48 hours. 
Temperature came to norfal after 4 days. 
Stitches were removed on 24th April. There was 
good union. On the whole the patient had an 
uneventful post-operative period, and was schedul- 
ed for discharge on 27th April, 1959. But, she got 
diarrhoea from food poisoning and was accordingly 
treated. She was finally discharged from the 
hospital on 4th May, 1959 in perfect condition. 


DIscussION 


It might fairly be asked “Why was the condition not 
diagnosed soon after admission.”” Not being particularly 
intelligent, the patient failed to give proper history of 
pain during early pregnancy. Her abdominal contour 
was normal. The cervix was not much displaced ante- 
riorly in the beginning, although it was rather small 
and tightly closed. It was thought to be a probable 
sequela of cervical erosion. Her general condition was 
low and she was running a fairly high temperature. 
Hence more attention was paid to the first condition. 
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Miasse cream 


for Antepartum and 
Postpartum Nipple Care 


Masseé Cream facilitates initiation and maintenance of 
breast feeding—Highly emollient, it is readily absorbed and 
is relatively odourless. It leaves no oily film and will not 
stain the skin or clothing. It is tastiess so that the nursing 
infant does not refuse the nipple. It need not be washed off 
prior to nursing. 


Masseé Cream antepartum—In the last trimester of 
pregnancy massage with Masse makes the nipples pliable 
and resilient and prepares them for the stresses of nursing. 
The scales that frequently cover the nipples are removed 
and undue drying or hardening of the nipples is prevented. 
Maeseé Cream postpartum—When nursing has begun, 
massage with Masse after cach nursing maintains the 
nipples in optimal condition. Prompt treatment of abra- 
sions or cracked nipples with Masse promotes healing 
and prevents infection. 

Maesé Cream provides a synergistic combination of 
allantoin and 9-amino acridine for prevention of infection 
and promotion of healing. 

Massé Cream combines two effective fungicidal and 
bactericidal compounds—allantoin and 9-Amino acridine. 
Both are non-toxic and non-irritating. 


Maherashira, Gujerat, Madhya Pradesh and Rajasthdm by: 
JOHNSON & JOHNSON OF INDIA, a LTD. 
30, Forjett Street, Bombay 26 
Assam, Bihar, Orissa and West Bengal by: 
PARRY & CO. LTD., P. O. Box 208, Calcutta 
Dethi, Uitar Pradesh, Punjab, Jammu & Kashmir by: 
PARRY & CO. LTD., P. O. Box 172, Delhi 
Andhra, Kerala, Madras and Mysove by: 
PARRY & CO. LTD., P. ©. Box 12, Madras. 
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Most cases of abdominal pregnancy do not present 
a classical picture. Some of the signs and symptoms 
thought to be helpful in diagnosis are : 


1. An abdominal crisis early in pregnancy, 
2. Palpation of the superficial foetal smal! parts. 
3. Unusually loud foetal heart tones. 


4. Inability to palpate the round ligaments and 
absence of Braxton Hicks contractions. 


5. False labour. 

6. Persistent abdominal pain or tenderness. 

7. Definite displacement of the cervix. 

8. High position or transverse lie of the foetus. 
9. Signs of foetal death. 

10. Identification of an extrauterine mass. 


In the present case (i) persistent abdominal pain and 
discomfort, (ii) a small, fibrotic cervix which was later 
on displaced anteriorly, (iii) intrauterine death of the 
foetus, and (iv) unexplained vaginal bleeding helped 
in establishing the diagnosis. However, the correct diag- 
nosis of an abdominal pregnancy rests chiefly on a high 
index of suspicion on the part of the clinician. 


There is some disagreement in the literature concern- 
ing the management of the patient with abdominal preg- 
nancy. If the foetal death has occurred, some authors 
prefer to wait from seven days to eight weeks until 
the placental circulation has considerably decreased, mini- 
mising the danger of haemorrhage at the time of opera- 
tion. Others feel that such delay results only in an 
increased susceptibility to infection with a resultant in- 
crease in the maternal morbidity and mortality. The 
mapagement of placenta should be individualised. The 
decision whether to remove the placenta or not has to 
be influenced by the location and condition of the 
placenta, conilition of the patient, and availability of 
whole blood. In the present case, the foetus and placenta 
were macerated. Therefore, the chances of haemorrhage 
were less, as the circulation had stopped long ago. The 
placenta could be removed completely. As there was not 
much of haemorrhage, and the patient received blood, 
there was speedy and uneventful recovery. 


SuMMARY 


A case is described of secondary abdominal pregnancy 
proceeding to term in a 2-gravida aged 30. The foetus 
was found macerated. The placenta and the sac could 
be removed completely at the time of operation. The 
patient had an uneventful recovery. 
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HYPOTENSION DUE TC MEPROBAMATE 
SENSITIVITY 


D. P. GUPTA, mp. (meD.), (PHARM), MRCP. 
Sttapur 


When the trangquillising drug meprobamate (2- 
methyl, 2-N-propyl-1,3-propanediol dicarbamate ; equanil ; 
miltown) was introduced as a therapeutic agent it was 
thought to be relatively innocuous, and it was suggest- 
ed that large amounts of the drug could be taken 
without any serious ill-effect. Borrnus (1955) mentioned 
many side-effects of this drug in therapeutic doses. In 
his series some patients became very drowsy while in 
others it had no effect. Since then about 18 cases of 
coma due to attempted suicide with meprobamate have 
been reported (Charet et ai, 1956; Heberden and Cooper, 
1957; Shane and Hirsch, 1056; Collins-Dineen, 1956; 
Hiestand, 1956; Woodward, 1957; Bedson, 1959; and 
Stevens, 1960). Atl these cases showed only a mild 
fall in blood pressure, except in cases deseribed by 
Woodward, Bedson ald Stevens. In Woodward's 
patient, the systolic préssure fell to 40 mm. Hg and 
the patient remained unconscious for 44 hours after 
taking 96 tablets (384 g.). Bedson’s patient took 20 
tablets and remained in coma for 27 hours, his 
systolic blood pressure reading 50 mm. Hg. Stevens’ 
patient showed a fall in blood pressure ont of 
proportion to unconsciousfess. All the patients des- 
cribed were under the effect of heavy doses of the drug 
and admitted in various hospitals in unconscious state. 
The following case is very interesting as he developed 
profound hypotension with half a tablet (200 mg.) of 
‘miltown’ given as tranquilliser during his stay in the 
hospital for treatment of his other illness. Although 
attention has been drawn to the dangers of meproba- 
mate (Editorial, Brit. M.J., 1958), there is no record in 
the literature of hypotension developing with such a 
small dose of meprobamate. 


Case Report 


M. L., aged 82, was admitted in U. H. M. 
Hospital, Kanpur, in June 1957. He was suffering 
from periodic distention of the abdomen with 
difficulty in passing flatus, and constipation. He 
complained of missing of heart beats coming in 
attacks. 

Past illness—The patient suffered from ulcer 
and hyperacidity for many years. His latest 
barium meal examination showed cowhorn defor- 
mity of the stomach but there was no obstructive 
lesion. He had been suffering from constipation 
for the 45 years and has been taking enema regu- 
larly, since that period. In 1955 he once passed 
one big mucous, rope-like long piece and had 
developed obstruction at that time which was 
relieved. 

Present illness—Patient was tall and thin built. 
The pulse rate was between 80 and 96 per minute. 
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Occasionally he developed missing of beats. When 
he felt a reeling sensation and syncope. Blood 
pressure varied between 118/70 and 128/80 
mm./Hg. ‘There was no abnormality in the cir- 
culatory and respiratory systems. Abdomen show- 
ed slight tenderness in the right hypochondrium. 
Occasionally his abdomen got distended, but no 
particular loop of intestine was felt and there was 
no marked visible peristalsis. 


He had moderate anaemia—the count being 
R.B.C. 39 million/e.mm; Hb. 85 per cent. 
E.C.G. showed nodal rhythm. There was no 
myocardial defect. X-ray of the chest was normal. 
He occasionally felt much excited and worried. It 
was decided to try ‘miltown’ as tranquilliser. On 
25th June 1957 he was given half a tablet of ‘mil- 
town’ at 8 P.M. as a trial. 


On the same night at about | a.m., I was called 
to see him, as the nurse thought him to be in an 
unconscious state. She had come to give him 
milk feed, and could not arouse him. I found 
him in stuporous condition, but he responded to 
loud interrogations and painful stimuli. His res- 
piration was rapid, 35 per minute, stertorous. 
Pulse was 54 per minute, with irregular missing 
of beats. B.P. was 70/50 mm. Hg. Pupil on the 
right side was moderately dilated and reacting to 
light ; on the left side it could not be judged due 
to corneal opacity. Corneal and other reflexes 
were present. Glucose solution 25 per cent, 
100 ml., was administered intravenously. Ephe- 
drine 4 gr., and nikethamide 2 ml., were injected 
stat and advised to be repeated every 4 hours. 
His blood pressure did not improve and at 5 a.m., 
it fell down to 60/35 mm. Hg. The pulse was felt 
with difficulty ; the heart rate was 60 per minute 
but still irregular. A 5 per cent glucose solution 
in normal saline drip with 1-noradrenaline, 4 ml. 
in a pint (570 ml.) was started. The B.P. res- 
ponded, the systolic pressure rose to 102 mm. Hg. 
and the pulse rate improved (70 per minute). She 
was given two pints of 5 per cent glucose solution 
in normal saline. In the evening the blood 
pressure again came down to 90/50, and 25 per 
cent glucose solution, 100 ml., was repeated and 
ephedrine, 4 gr. with 2 ml. of nikethamide, was 
repeated and continued at 6-hourly interval. It 
took nearly 55 hours for his blood pressure to come 
to the usual normal levels. He developed oliguria 
during this episode which continued for 38 hours. 


Discussion 


This case was unusual as the patient developed 
marked and prolonged hypotension, oliguria, brady- 
cardia, and stupor after a small dose (200 mg.) of 


meprobamate. His general condition gave indication of 
the falling of blood pressure. All cases so far described 
in the literature showed hypotension only with heavy 
doses of this drug, taken mostly for suicidal purpose. 


The second point of interest was bradycardia with 
intermittent pulse. This has not been a marked feature 
in cases previously described. 


Other interesting features were that though the 
patient showed good response to |-noradrenaline drip in 
tiding over the crisis, it took nearly 55 hours before 
his blood pressure level returned to normal. The period 
of oliguria was unusually prolonged in this patient. 
This was probably due to prolonged period of hypo- 
tension. 


Meprobamate is not a harmless drug, It has been 
shown to cause habit and produce a typical withdrawal 
syndrome of insomnia, vomiting, tremors or muscular 
twitchings, ataxia and anxiety. Acute meprobamate 
poisoning producing stupor, coma and hypotension have 
been observed in cases of overdosage of the drug for 
suicidal purposes, Idiosyncrasy reactions like urticaria, 
vomiting, fever, oedema, arthralgia and bronchospasm 
have been described in some cases {incidence being 
05 per cent). Profound and prolonged hypotension, 
oliguria, and bradycardia with intermittency of the 
pulse has not previously been reported to be produced 
by meprobamate in therapeutic doses. It is probably a 
sensitivity reaction to the drug demonstrated by this 
patient. This is the only case of these peculiar sensi- 
tivity reactions to meprobamate that the author came 
across. 


SUMMARY 


A case developing prolonged hypotension, brady- 
cardia, intermittency of pulse, oliguria and stupor after 
a single dose of one half tablet of miltown (200 mg.) 
is described. This is probably due to sensitivity of this 
drug, not previously described. 
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MENTAL MORBIDITY MISUNDERSTOOD 


When is the psychiatrist consulted about a 
patient suffering from mental disease? Certainly 
when the patient shows some episodic acute 
symptoms causing considerable disturbance at 
home. The onset of the illness is then ascribed 
to some precipitating factor such as failure in an 
examination, the unsympathetic attitude of re- 
latives, the sarcastic remarks of co-workers and 
colleagues in the office and perhaps the administra- 
tion of some poison mixed up with foodstuff or due 
to some malign influence of some supernatural 
power. A host of organic explanations is also 
offered for the condition because no one likes to 
be considered mentally ill. This may range from 
head injury, an attack of typhoid fever in child- 
hood, dog bite years ago, to an after-effect of 
excessive masturbation. The mental doctor is not 
called in first, because the very term ‘mental’ 
carries with it a stigma and bears a sinister 
connotation. These have a deterrent effect on 
the visit by a psychiatrist. A hush-hush policy 
is followed and the relatives are sceptical about 
seeing a mental specialist until the patient himself 
broadcasts the symptoms of mental disease at the 
top of his voice and makes a public demonstra- 
tion of anger, hostility and aggression to the dis- 
comfiture of those who wanted to keep it a 
secret. 


At the very first visit immediately after the 
preliminary examination is over the guardian in- 
variably asks a series of questions—‘‘Doctot, what 
do you think is the cause of the disease? It is 
certainly not due to heredity because nobody in 
our family had ever suffered from mental disease 
of any kind whatever.’’ And information sup- 
plied regarding the inheritance of mental disease 
must be accepted with due care and caution be- 
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cause few people are aware of the nature of the 
mental make-up of their forebears. Besides, our 
knowledge on the subject of inheritance of mental 
disease has not got a firm footing as yet. However, 
a predisposition to mental disease may be trans- 
mitted from one generation to another as in mental 
deficiency. The guardian goes on, ‘‘Our patient 
is not suffering from raving madness. You will 
not be able to detect anything wrong with him 
when you talk to him. He will answer all your 
questions to the point. Oh, he was such a nice 
boy before, very obedient and he never mixed 
with bad boys. He has a perfect character.’’ 
These assertions have to be analysed one by one. 
The guardian is not aware of the fact that the 
onset of the mental disease is frequently slow and 
insidious. So he did not perhaps observe some 
subtle changes in the patient’s behaviour long 
before the onset of the acute episode. The diag- 
nosis of mental disease does not depend primarily 
on asking questions and hearing the patient’s 
answers. Mental disease is easier recognised by 
observing the patient’s attitude and behaviour and 
by noticing the presence of emotional disturbances 
and storms. What he says is not so important 
as how he says it. 


As regards obedience and ‘nice’ character it 
will not be wrong to surmise that the patient was 
so much repressed and inhibited that he could not 
express his desires and fears freely owing to the 
dominance of the guardians. Moreover, a person 
who is shy, sensitive, seclusive and an introvert 
is not likely to be able to mix with people with 
courage and confidence. 


The relatives often enquire whether the psychia- 
trist ever came across a case of this kind before. 
Obviously they hint at the peculiar and unique 
character of the malady. They have to be re- 
assured that this kind of disease far from being 
rare has become exceedingly common nowadays 
and that the incidence has been mounting in re- 
cent times by leaps and bounds. Then they will ask 
the psychiatrist about the diagnosis of the case 
There is a lurking doubt in their mind about the 
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diagnosis of mental disease which they hate and 
dislike to the core of their heart and so they want 
to get the matter corroborated by a score of doc- 
tors. ‘There are people who approach doctors by 
the dozen, ask their opinion about the diagnosis 
of the case but they are determined not to follow 
the instruction of anybody as far as treatment is 
concerned. Even when the diagnosis is beyond 
doubt they would prefer to waste time, energy and 
money on carrying out such ancillary methods 
of examination and investigations as taking 
x-ray picture of the skull, examination of the 
C.S.F. and E.C.G. which only yield negative 


information. 


As regards treatment of mental disease, guar- 
dians of mental patients are very often misinform- 
ed and ill-advised and are malhandled by inter- 
ested persons and quacks as well as by unscientific 
organisations in various ways. There are occasions 
when institutional treatment becomes absolutely 
necessary, e.g., when the patient has suicidal ideas 
or a self-destructive tendency, if he tries to escape 
from home every now and then, in case of refusal 
of food and medicine by mouth and when he is 
aggressive and otherwise unmanageable at home. 
The question that crops up in such cases is the 
chance of the patients becoming worse by coming 
in contact with other mental patients in the insti- 
tution. Such fears are groundless as most patients 
improve shortly after admission to hospital prin- 
cipally due to their removal from an uncongenial 
home atmosphere and to nothing else. The main 
difficulty lies elsewhere, viz., in the financial posi- 
tion of the patient ; institutional treatment is in- 
variably expensive in our country. It is for this 
very reason that some patients are taken away from 
the hospital quite prematurely even before there 
is partial improvement. Then comes the preoccu- 
pation of friends and relations with some specific 
forms of treatment such as electro-shock therapy, 
insulin-coma therapy, psychoanalysis and so on. 
They might even suggest that such and such treat- 
ment would do the patient good, instead of giving 
the psychiatrist a free hand to carry out treatment. 


They will not rest satisfied even when they see 
appreciable progress in their patient unless and 
until the specific form of treatment is undertaken. 
Sometimes the question of prestige is involved, 
implying that there will be loss of prestige if the 
patient is not cured. There was a time when 
people were mightily afraid of E.C.T. Now the 
pendulum has swung back to the opposite direc- 
tion and guardians insist on this form of treatment 
without considering the indications for it. Parties 
are known who are obsessed with the idea of 
psychoanalysis even when the patient is grossly 
psychotic and stone deaf. Hospitalisation is neces- 
sary for enabling the patient to get over safely 
the acute phase of psychosis. 


But the matter does not end there as the 
patients’ friends and relatives are led to believe. 
They are unaware of the necessity of following up 
the case. The question of relapse looms large 
in every case of mental illness if no effort is made 
to reconstruct the fundamental personality struc- 
ture by suitable psychotherapy in the post-hospita- 
lisation period. Psychotherapy from this point of 
view is in the art of influencing personality and 
character formation. The family to which the 
patient returns may precipitate the disease again 
if the relatives lack understanding during the con- 
valescent period. 


Hence the members of the family must be re- 
educated in the management of the patient by 
social service workers. This measure facilitates 
the rehabilitation of the patient to a considerable 
extent. Music, dance, drawings, art work, books 
and libraries all. foster emotional and intellectual 
insight. These have an important place in psychia- 
try as they bring to the fore the dynamism and 
motivation of the patient. This is how emotional 
re-education, so essential for preventing relapse in 
mental disease, is promoted. The uncovering of 
latent qualities in patients enables them to attain 
social recovery and final rehabilitation. The appli- 
cation of these principles of mental hygiene is a 
definite forward step for the creation of a healthy 
mental life and a cheerful outlook on life. 
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GENERAL PRACTICE DIGEST 


MANAGEMENT OF MENOPAUSAL SYMPTOMS 


The climacteric or menopausal symptoms result from 
the cessation of the endocrine function of the ovary. The 
first effect of waning of ovarian activity is amenorrhoea. 
The first symptom of the climacteric is, therefore, the 
menopause. The general manifestations of the climac- 
teric never appear before it. During this period psycho- 
logical changes appear in the subjects. Many women 
fear that the change of life is an end of life, especially 
of sexual life. They fear loss of looks and figure, and 
of their husband’s affection. They fear cancer, insanity, 
and other serious illnesses. Hot flushes are more trouble- 
some when the patient is anxious, tense, or otherwise 
emotionally disturbed. 

The most common symptoms of the climacteric are 
hot flushes, night sweats, cold shivers, nervousness, in- 
somnia, depression, irritability, fatigue, and palpitation. 
Irregular or heavy uterine bleeding is never a manifes- 
tation of the menopause. Such abnormal bleeding re- 
qnires investigation, including curettage and cervical 
biopsy, to find its cause before treatment is instituted. 


GENERAL TREATMENT 


Most patients should be told that the disturbances 
are physiological, temporary and of less account and 
that sexual capacity need not be impaired, and that a 
full and active life is not at an end. 

Reassurance is necessary for alleviation of climacte- 
ric symptoms. Only a small minority (approximately 5 
per cent) of patients will need medical treatment. Obe- 
sity can be controlled by a strict reduction of the calori- 
fic intake. Dieting is good for morale. The number 
and intensity of hot flushes can be reduced by avoiding 
hot baths, hot atmospheres, alcohol, coffee, and highly 
seasoned foods. 


Megepica, TREATMENT 


I. SEDATIVES AND TRANQUILLISERS : 

These are given to control irritability and emotional 
upsets. They help in quieting vasomotor instability and 
in reducing the number of hot flushes. 

Phenobarbitone, gr. %{ (32 mg.), once or twice daily, 
is the best sedative drug. It may be combined with 
ascorbic acid and vitamin B complex. Of tranquillisers, 
promethazine, 10 to 25 mg. each night, or meprobamate, 
400 to 800 mg. at night is the best drug for climacteric 
symptoms. 


Il, STIMULANTS : 

When lethargy and nervous depression are present, 
sedatives should be avoided, and amphetamine or dextro- 
amphetamine sulphate, 5 to 10 mg., twice daily, recom- 
mended. 


Ill. SEX HORMONES : 
The object of giving oestrogens should be to give 
only enough to improve symptoms and to make them 


tolerable, not to eliminate them. The required dose 
should be determined by trial—the index being the num- 
ber of hot flushes, which should be reduced to an aver- 
age of 4 in 24 hours. When this has been achieved, the 
dose is maintained at that level for 2 weeks only. 
Thereafter it is gradually reduced during the next 2 to 
3 months. At the end of this period, oestrogen therapy 
should be discontinued completely and should not be re- 
instated even though symptoms recur. 

Treatment can also be given intermittently, with a 
break of seven days every three weeks—this will avoid 
endometrial hyperplasia. 

(i) Oral oestrogen preparation—The most commonly 
used preparations are stilboestrol and ethinyl oestradiol. 
They are cheap, and highly potent. Start with a test 
dose of stilboestrol, 0-1 mg., two or three times daily. 
It is rarely necessary to give more than 0:5 mg. in 24 
hours and a daily dose of 1 mg. should never be exceeded. 

Ethinyl oestradiol is approximately 20 times more 
powerful than stilboestrol, and not more than 0-05 mg. 
daily should be given. It is better to give 0-01 mg. once, 
twice or thrice daily. 

Synthetic oestrogens sometimes cause nausea and 
vomiting; in such cases natural oestrogen should be used. 
The latter is less potent and very expensive. The most 
active oral preparation is one of the conjugated oestro- 
gens, obtained from mare’s urine. The initial dose 
should not exceed | mg. daily—best divided into two 
or three doses equally spaced. 

For depot treatment chlorotrianisene (a synthetic 
oestrogen) is given as one capsule of 12 mg., twice daily, 
for 30 days. The course must be completed (30 days), 
and then weaned as symptoms are relieved. This is a 
very expensive preparation. Because of the fear of in- 
ducing uterine haemorrhage, chlorotrianisene should be 
given only to women without a uterus. 

Methallenoestril is relatively free from undesirable 
side-effects. A suitable initial dose is one tablet of 3 mg. 
once or twice daily. This preparation also is expensive. 

(ii) Oestrogen preparation for intramuscular injection 
—For psychological reasons it is generally unnecessary 
and unwise to prescribe injections in the treatment of 
climacteric «symptoms. 

(iii) Implants—The subcutaneous or subfascial implan- 
tation of tablets of 50 to 100 mg. oestradiol is useful 
in relatively young women whose uterus or ovaries have 
to be removed. It provides a depot from which absorp- 
tion takes place in a gradually decreasing amount over 
a period of 2 to 6 months. 

This treatment should never be applied to a woman 
with a uterus. 

(iv) Androgens—These drugs inhibit the gonadotro- 
phic function of the anterior pituitary. They do not 
stimulate the female secondary sex organs and they 
cannot cause uterine bleeding. They give a sense of 
well-being, eliminate depression and increase libido. But 
they are expensive preparations and are likely to cause 
hirsuties, acne, voice changes, and other signs of 
virilism. Androgens should be used in which even 
small doses of estrogen cause uterine haemorrhage or 
in which there is previous history of endometriosis or 
genital cancer. 
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CURRENT MEDICAL LITERATURE 
Antihypertensive Action of Chlorothiazide 

Joy, J. T. anp Betser, W. R. (Am. J. M. Sc., 239: 
601, 1960) from the Department of Metabolism, Division 
of Medicine, Walter Reed Army Institute of Research, 
Wash.ngton 12 D.C. write: 

Chlorothiazide is a unique diuretic in that it causes 
a marked loss of body potassium and reduces an elevat- 
ed blood pressure. It was postulated that the ability 
of the drug to lower blood pressure might be related 
to its kaliuretic effect. 

A previously untreated 5i-year-old patient with un- 
complicated ‘‘essential hypertension’’ was studied by 
means of the metabolic balance technique, and treated 
with chlorothiazide. His blood pressure was xeduced 
by the drug and he had a concomitant loss of 110 mEy. 
of body potassium. Repletion of potassium losses did 
not affect the reduced blood pressure. 

Measurements of renal function and renal hemodyna- 
mics revealed a fall of the glomerular filtration rate 
while the drug was being administered. This returned 
towafd its control value when the patient was repleted 
with potassium. Renal plasma flow and tubular excre- 
tory mass remained normal throughout. The renal aflie- 
rent ani efferent arteriolar resistances decreased wiile 
chlorothiazide was being administered, but did not in- 
crease again when potassium was repleted. The rela- 
tionship of the decreased renal arteriolar resistance to 
the primary mechanism of action of chlorothiazide can- 
not be proven, but is not a function of a decrease in body 


potassium. 
Chloroquine Phosphate in Severe Infectious 
Mononucleosis 


Gornperc, A. (j.4.M.A., 173: 53, 1960) of 
Spokane, Washington writes : 

Four patients with infectious mononucleosis, whose 
cases are described, showed a dramatic, and possibly 
specific, clinical response to treatment with chloroquine 
(Aralen) phosphate. Although the possible modes of 
action of chloroquine phosphate, as outlined here, are 
not entirely understood, further trial of the drug is 
warranted because of (1) the gratifying symptomatic re- 
lief patients obtained from its use and (2) the light 
that may be shed on the mechanism of action of the 4- 


aminoquinolines. 
Megaloblastic Anaemia A.sociated with 


Anticonvulsant Drugs 
FLeXNneR, J. M. AND HARTMANN, R. C. (Am. J. Med., 


28 : 386, 1960) from the Hematology Service, Department: 


of Medicine, Vanderbilt University School of Medicine 
and Hospital, Nashville, Tennessee, from two cases of 
megaloblastic anaemia associated with the use of dilantin 
and barbiturates, observe : 

Detailed nutritional studies indicated poor dietary 
habits and in particular low intakes of felic acid, vita- 
mins C and B,,, and carotene. Urinary formimino- 
glutamic acid excretion provided further evidence of a 
folic acid deficiency state in the patient (Case 1) 
studied. This patient experienced” complete clinical and 
hematological remission with the ingestion of 500 pg. 


of folic acid daily. Further studies demonstrated no 
evidence of a malabsorption defect or Addisonian per- 
nicious anaemia. 

To date no inhibition of folic acid has been demon- 
strated when anti-convulsant drugs were added to cer- 
tain microbiological systems. However, the clinical ex- 
perience obtained with remissions, following withdrawai 
of anticonvulsant drugs and relapses upon re-institution 
of these drugs, leaves little doubt that these agents are 
concerned with the development of the megaloblastic 
anaemia, The reported occurrence of macrocytosis with- 
out anaemia in a large proportion of epileptic patients 
receiving these anti-convulsant drugs further supports 
this conclusion. 

A frequent conditioning feature for the development 
of anticonvulsant megaloblastic anaemia may be the 
presence of occult nutritional deficiency secondary to 
an inadequate diet. Some folic acid deficiency state 
seems paramount. Vitamin C deficiency may play a 
role in some cases since the dietary sources of ascorbic 
and folic acids are virtually identical. Mild to moderate 
vitamin B,, deficiency, when present, may augment the 
megaloblastic disorder but does not appear to be neces- 
sary or even frequent. The deficiency in carotene in 
our patients probably reflects the dietary inadequacy 
without influencing the megaloblastic picture. 

Whether nutritional deficiency is actually a pre- 
requisite for the development of the megaloblastic 
anaemia remains unsettled. However, the denmnstra- 
tion of some dietary deficiency in many of the well 
investigated cases and the rarity of frank megaloblastic 
anaemia among the multitude of epileptic patients re- 
ceiving these anticonvulsant drugs, suggest that mal- 
nutrition frequently plays a role. 


Transient Myopia After Acetazolamide 

MUuIRHEAD, J. F. anp ScHete, H. G. (A.M.A. Arch. 
Ophth., 63: 375, 1960) from the Department of Oph- 
thalmology, Hospital of the University of Pennsvlvania, 
Philadelphia, and the Children’s Hospital of Philadel- 
phia, report : 

A case of transient myopia with transient macular 
oedema following acetazolamide ingestion is reported. 
Alterations in refractive index, contour, or position of 
various ocular structures are comsidered as possible 
pathophysiological mechanisms. Narrowing of the con- 
tour of the anterior chamber angles suggests forward 
displacement of the iris, which may be due to either 
increased volume of the ocular contents behind the iris 
(including the lens) or diminished volume of the 
anterior chamber. There is insufficient evidence to 
decide which of the mechanisms is primary. 


Acute Renal Insufficiency Following Aortic Surgery 

P. D., Wicerns, R. A., G. B., Lar, 
K. J. aNp Martinez, BE. (Am. J. Med., 28: 895, 1960) 
from the Clinical Investigation Centre, U.S. Naval 
Hospital, Oakland, California; from an analysis of the 
study on eleven patients having acute renal insufficiency 
following aortic resectional surgery observe : 

All the patients were men, eight had aneurysms; 
three had occlusive vascular disease; and in each in- 
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stance the lesion was distal to the renal artery. In five 
of the eight patients the aneurysms had ruptured, empha- 
sising the association of ruptired aneurysm and subse- 
quent renal failure. Six of the patients survived, which 
is most encouraging in view of the coexistence of signi- 
ficant cardiovascular disease in ten of the eleven 
patients. A cerebrovascular accident, bronchopneumonia, 
rupture of the aorta and in two instances refractory 
hypotension were the principal canses of death in the 
five fatalities in which uraemia was considered of secon- 
dary importance. Extensive renal infarction occurred 
in three of the patients. Nine of the eleven patients 
had sustained periods of significant hypotension and 
the renal failure may have had its origin in this cir- 
culatory stress. 

The current state of knowledge concerning the patho- 
genesis of acute renal insufficiency under these circum- 
stances is reviewed and the opinion expressed that 
efforts directed at the relief of renal vasoconstriction are 
rational and should be pursued. The recommendation 
to infiltrate the renal pedicle during aortic surgery, 
especially in patients in whom rupture of an aneurysm 
has occurred, is supported. 

In three, of the eleven patients gangrene of the 
lower extremity developed, a complication of particular 
significance in the oliguric subject. In these three 
patients potassium intoxication developed, and the rate 
of clinical deterioration seemed out of proportion to the 
rate of progression of the uraemia. Amputation was 
performed in all three patients. In the difficult decision 
regarding the choice of treatment in these or other 
patients manifesting less obvious signs of vascular in- 
sufficiency, assistance has been sought in measurements 
of the PO,: blood urea nitrogen ratio and the plasma- 
creatine concentration. Both,of these values are elevat- 
ed in the presence of devitaliser muscle but with fur- 
ther studies high values were also found in other patients 
with uraemia who were free of this complication. The 
plasma creatine concentration may exceed the creati- 
nine concentration in uraemia. The choice as to con- 
servative management, debridement or amputation in 
patients with devitalised muscle cannot be made on a 
basis of biochemical data alone and for the present 
must remain a matter of judgment. 

Malignant Disease in the Aged 

E. Lesnicx, G. J. (Am. J. M. Sc., 239: 
554, 1960) from the Central House Unit of the Home 
for Aged and Infirm Hebrews of New York, New York, 
observe : 

The incidence and results of management of malig- 
nant disease in a home for the aged has been reviewed. 
Sixteen per cent of patients dying at the Central House 
Unit of The Home for Aged and Infirm Hebrews of 
New York had evidence of malignant disease prior 
to death or at postmortem examination. Three- 
fourths of them died of the malignancy. Tumours 
of the gastrointestinal tract comprised 496 per 
cent; the genitourinary tract, 16 per cent; the 
lungs, 11-9 per cent and the breast, 10-9 per cent. Diag- 
nosis was established prior to death in two-thirds of 
the patients. Im a little over one-third of the patients, 
diagnosis was established early enough to permit treat- 


CURRENT MEDICAL LITERATURE 377 


ment with some hope of success. Treatment gave signi- 
ficant palliation in two-thirds of those treated and re- 
sulted in cure of the disease in one-fourth of those 
treated. 

This study indicates the need for simple screening 
tests, such as blood and stool examination, and fre- 
quent weight measurements in older individuals. The 
excellent response to therapy in many of our cases 
emphasises the value of early aggressive therapy even 
at advanced ages. 


Acute Gastric Dilatation 


Leten, T. F. (J.A.M.A.,-172: 1376, 1960) from the 
Department of Radiology, Emory University School of 
Medicine, writes: 

Acute gastric dilatation is a condition characterised 
by clinical findings of vomiting, abdominal distention, 
and collapse. The gravity of this condition in most in- 
stances makes mandatory its prompt recognition and 
treatment. The diagnosis can be quickly and easily 
established by proper radiographic examination of the 
abdomen. The necessary examination can be carried 
out at the bedside as well as in the radiology depart- 
ment. The radiographic examination further aids in the 
differentiation of this condition from other abdominal 
conditions which show similar clinical findings. 


Cholecystography with Bunamiodyl 

Meszaros, W. T. and Ricn, F. M. 172: 
1884, 1960) from the Department of Radiology, Cook 
County Hospital, Chicago, write : 

A new orally given contrast medium, bunamiodyl, 
was nsed in 500 consecutive patients referred for routine 
cholecystography. The order and severity of side-effects 
was less than that observed by ourselves and, appa- 
rently, by others when compared with several other 
commonly used contrast agents. The quality and inten- 
sity of contrast values with use of a standard six-capsule 
dose (45 g.), regardless of patient weight, were satis- 
factory. 

Unabsorbed colonic residual medium, often confus- 
ing when other mediums are employed, is minimal with 
bunamiodyl. If it does occur, it is usually diffuse in 
character and does not interfere with film interpretation. 

On the basis of this evaluation, bunamiody! is be- 
lieved to be a safe and efficient orally given chole- 
cystographic contrast medium. Fewer side-effects and 
some teclinical improvement over presently used agents 


were observed. 


Experimental Vaccination Against Measles 


Scuwarz, Anton J. F., Bover, P. A., L. W. 
and York, C. J. (J.A.M.A., 173: 861, 1960) from the 
Research Division, Pitman-Moore Company write : 

The antigenicity and safety of modified live virus 
measles vaccine was studied in monkeys and in two 
children. None of the monkeys inoculated orally, intra- 
muscularly, or intercerebrally showed signs of disease, 
and all produced antibodies. Two children inoculated 
with the vaccine had a good immunologic response but 
developed a mild illness with fever, sore throat, and 
some leukopenia. Distemiper virus, believed to be -anti- 
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genically related to measies virus, was also tested by 
intramuscular and intercerebral inoculation into suscep- 
tible monkey. No signs of illness were observed, and 
all monkeys tested developed antibodies against distem- 
per. None produced measles-neutralising antibodies 
even after two injections of distemper virus. It would 
appear that the strain of distemper virus used in these 
experiments lacked the antigenic comporent which 
would cause significant measles antibody production. 


Hoekenca, M. T., Scuwarz, Anton J. F., Parma; H. 
C. and Bover, P. A. (J.A.M.A., 173 : 868, 1960) from the 
Chiriqui Land Company (United Fruit Company) and 
the Research Division, Pitman-Moore Company, write : 

During 4 measles epidemic in Panama, 453 persons 
with no previous history of measles were inoculated with 
a modified live-virus measles vaccine, and 356 others 
served as controls. About 70 to 80 per cent of children 
under 5 years of age had some degree of fever, and 
about 50 per cent of these developed a slight macular 
rash. During the following four and one-half months, 
three of the vaccinated group developed measles, com- 
pared with 32 among the. controls. In addition, 388 
persons were vaccinated with canine distemper vaccine, 
with 414 controls. None showed reactions to the 
vaccine. In the following three to four months, 14 
cases of measles occurred in the vaccinated group and 
25 among the controls. It is conclded that the measles 
vaccine was effective but caused some reaction, while 
the ability of this strain of distemper virus to protect 
against measles appears to be low. 


Mouth-To-Mask Resuscitation 


‘TOMASHEFSKI, J. F. anp Ortver, T. K., Jr. (J.4.M.A., 
172: 1888, 1960) from the Cardiopulmonary Laboratory, 
Ohio Tuberculosis Hospital, and the Pulmonary Labora- 
tory, Children’s Hospital, Columbus, Ohio, write : 

An instrument which circumvents objectionable as- 
pects of mouth-to-mouth contact when this method of 
resuscitation is used has been devised. A simple nose 
and mouth mask, a flutter valve, and an outflow valve 
prevent the flow of expired air from the injured person 
to the operator. An inflow valve on the operator’s side 
of the fiutter valve provides fresh air. The length of 
the tube allows the operator to first rebreathe 300 c.c. 
of his previously exhaled air and prevents him from 
hyperventilating. A relief valve opens when ventilation 
pressures exceed 24 mm. Hg. The mechanical and 
physiological efficacy was checked by laboratory testing 
of the exchanged air and of blood samples drawn from 
five subjects during actual resuscitative conditions. 
The mouth-to-mask method of artificial respiration 
proves to be safe, simple, and efficient. 


Salt Depletion in Infants with Cystic Diseases of the 
Pancreas 


Dr Sant’AGnese, P. A. (J.A.M.A., 172: 2014, 1960) 
from the Department of Pediatrics, Columbia University, 
and the Babies’ Hospital, New York, gives in the follow- 
ing lines the summary of his observations : 

Patients with cystic fibrosis are known to be un- 
usually susceptible to hot weather, because of massive 


salt depletion through the sweat glands. It is not 
generally appreciated that under certain circumstances 
infants with cystic fibrosis are prone to salt depletion 
and dehydration with serious consequences even in cold 
weather. 

Five such cases are reported, in four of which the 
diagnosis of fibrocystic disease was not known or even 

suspected prior to admission. 

On the bases of observation and of studies performed, 
it was concluded that in these patients renal and adrenal 
function were normal. The mechanism of salt deple- 
tion was thought to be repeated small execssive losses 
through the sweat and possibly in gastric secretions as 
well, coupled with inadequate oral intake, gradually 
leading to negative salt balance over a period of time. 
Under these circumstances patients with cystic fibrosis 
are especially apt to develop sodium chloride deficiency 
of severe degree because of the abnormally high electro- 
lyte content of the secretions of their exocrine glands. 

It is important to keep cystic fibrosis in mind in 
the differential diagnosis of hypoelectrolytaemia and 
dehydration in infancy, especially when the clinical 
picture is not adequately explained by the amount of 
vomiting or diarrhoea. Cystic fibrosis is at least as 
common as adrenal insufficiency as a cause of this 
symptom complex in this age group. 

From the practical, prophylactic standpoint, it is 
suggested that as soon as the diagnosis of cystic fibrosis 
is suspected in an infant, supplemental amount of 
sodium chloride be added to the diet, even in cold 
weather. The additional amount administered orally 
should at least equal the infant’s daily requirements and 
can be given in the formula. Special attention should 
be paid in such patients to the electrolyte balance when 
even minor degrees of vomiting develop. 

Elevated concentrations of sodium and chloride were 
found in the breast milk of the mother of one of these 
patients, despite the fact that she had been taking a low- 
salt diet for many years. 


Management of the Child with Thyroidal Carcinoma 


Havirs, A. B., Kennedy, R. L. J., Beaurs, O. H. 
AND Woo.ner, L. B. (J.A.M.A., 173: 21, 1960) from the 
Mayo Clinic and the Mayo Foundation, write that car- 
cinoma of the thyroid in children is a relatively rare 
condition which has been recognised with increased fre- 
quency during recent years. It occurs more frequently 
among girls than boys, the ratio being 2 to 1 in a 
series of 59 cases. The diagnosis is established by 
biopsy, but the disease should be suspected in any child 
with nodular goiter or persistent cervical adenopathy. 
Carcinoma of the thyroid im children almost always 
grows slowly, although metastasis occurs early and may 
be extensive at the time the disease is recognised. The 
method of treatment depends on the type and extent of 
the carcinoma. Whenever possible, all carcinomas 
should be surgically excised. When complete surgical 
excision is impossible, radioiodine (I'") should be given, 
provided the tumour will accumulate iodine. Tumours 
that will not accumulate iodine should be treated with 


roentgen rays or radium. 
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for adequate protein 


PROTEIN HYDROLYSATE LEDERLE 


Each 30 Gm. contains: 
Liver Protein Hydrolysate 15 Gm. derived from 60 Gm. 
of Fresh Liver providing vitamin B,, activity equivalent 
to 30 mcgm. of Cyanocobalamin, 

Sucrose Gm, 

Flavoring agents, excipients q.s, 


PACKAGE : Jars of 120 Gm. 


LEDERLE LABORATORIES (INDIA) PRIVATE LTD. 
P.O, B. 1994 BOMBAY 1 


SCANTY FLOW 


ELIXIR 


EUPEPTINE 


COMPOUND OF 


Amylolytic and Proteolytic Enzymes 
Extracts of Boldo and Curcuma 
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RAPTAKOS BRETT © CO. PRIVATE LTD. 
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the Hel diabetic 
has such 
advantages 


Today, the new diabetic has many facilities to 
enable him to lead and enjoy a natural life. 
A.B. Lente Insulin greatly simplifies the 
treatment of the majority of cases, one injection 
being sufficient to control the blood-sugar 
level for 24 hours. 
A.B. Lente Insulin offers the following 
advantages : 

® rapid onset with prolonged action 

® no protein or peptide material present other 
than insulin itself 

a meets the need of a higher percentage of 
diabetics than any other long-acting insulin 

# transfer to A.B. Lente Insulin from other forms 
of insulin easily carried out 

# the ideal preparation for newly diagnosed 
cases and the majority of juvenile cases 


‘LENTS 


diabetic patients 


INSULIN In vials of 10¢.c., 40 or 80 units perc.c. 


* Joint manufacturers and licencees: 


| ALLEN & HANBURYS LIMITED © BRITISH DRUG HOUSES (India) PRIVATE LTD. * 
(incorporated in England ; Limited Liability) 
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CURRENT TOPIC 


NUTRITION, SANITATION “MUST HAVE 
TOP PRIORITY IN S.E. ASIA” 


Despite a steady reduction of mortality in the 8.E. 
Asia Region the burden of sickness remains very heavy 
indeed. It is, in fact—says Dr. C. Mani, Director of 
WHO’s South East Asia Regional Office—‘‘the most dis- 
tressing public health problem of this Region’. 

Dr. Mani, in his annual review of health progress, 
presented at the 13th session of the WHO Regional Com- 
mittee blames ‘‘Poverty’s twins—malnutrition and insani- 
tation” for this “deplorable state of public health.” 

He continues: “While governments in the Region 
are making strong efforts to reduce poverty, through 
various degrees of industrialisation, the sinister role of 
malnutrition and insanitation on the health and working 
capacity of the people is still not properly appreciated. 

“The loss of working time is really staggering and 
until government planning bodies realise this and are 
willing to give top priority to the improvement of these 
two vital conditions, this colossal drain on national 
economics will continue and grow steadily through the 
coming years of rapid industrial development 

With regard to malnutrition, Dr. Mani says that the 
current tendency is to expect rather much from the edu- 
cation of the public and so responsibility is pushed on 
to Health Departments without realising that nutrition 
education—which, after all, is health education—is a 
slow process extending over many years. 

What is needed urgently, says Dr. Mani, is “the 
formulation of dynamic national food production policies 
which will increase the total production of not only food 
grains such as rice and wheat, but also of such nutrients 
as milk, eggs, fish and vegetables, to a point where the 
poor can afford to buy them. 

“There must be some reasonable ratio between the 
quality and quantity of food available for a people. It 
is not sufficient just to make available enough rice to 
fill the stomach.” 

As a result of lack of sanitation there are the salmo- 
nella infections, including typhoid fevers, the dysen- 
teries and intestinal worms (especially hookworm and 
roundworm) which place millions on the sick list every 
year. 

Ceylon (a small country but one having a very good 
network of health services) still has twenty thousand 
cases of typhoid a year. The “same sad picture” is 
seen on a much larger scale in India and Indonesia. 
One investigator has .estimated that in Thailand a 
quarter of the population have hookworm as well as 
roundworm infection. In the north east provinces of 
the country alone there are about three million cases 
of liver finke. 

It is distressing, Dr. Mani says, that in S. EB. Asia— 
where people as a rule pay so much attention to per- 
sonal cleanliness—they should have to live in such in- 
sanitary surroundings. 

“Governments and municipal authorities’, he 
observes, “certainly pay homage to the idea of im- 


379 


but when it comes to 


proving tocal sanitation .... 
clean water 


making adequate budget provision for 


supplies, sewerage, drainage and garbage disposal, they 
put up a few more hospitals instead. And so the in 
exorable cycle of dirt and disease goes on.” 


WHO ASSISTANCE 


During the period under review WHO has assisted 
governments in the SEA Region with 129 projects em- 
ploying 238 WIIO field workers, says the Report. 

The Regional Office is handling annually a pro- 
gramme which amounts in value to about nine million 
dollars, inclusive of other extra-budgetary funds (these 
funds provide mostly for supplies and equipment fur- 
nished by UNICEF). The main fields of WHO assist- 
ance have been, as before, the control of communicable 
diseases, promotion of rural health services and exten- 
sive training programmes for all categories of health 
staff. 

Malaria eradication programmes in the Region have 
made progress despite the difficulties the governments 
are facing, particularly with régard to finance. “Much 
greater need for adequate national staff, for better train- 
ing and for stronger supervision at all levels was evident 
during the year”, says Dr. Mani. “Success in these pro- 
grammes will depend primarily on the solution of the 
organisational, administrative and financial difficulties 
which at present exist.” 

In the field of tuberculosis, WHO support in India 
is now being concentrated on helping to establish a 
well planned countrywide national tuberculosis pro- 
gramme. A pilot project was initiated in Thailand pre- 
paratory to the expansion of tuberculosis services 
throughout the country. : 

As a first step towards the launching of national 
smallpox eradication campaigns, some countries (Afghani- 
stan, Indonesia and India) initiated pilot programmes 
which, it is hoped, will give answers to the many 
technical and administrative problems involved in the 
organisation of such campaigns. 


WHO assistance in the development of epidemiologt- 

units at national or estate level was continued in 
both Ceylon and Indonesia. This type of activity, the 
value of which has now been demonstrated, will be 
further expanded in 1960 by starting similar assistance 
in Burma and by awarding fellowships for training state 
level! epidemiologists in India. 

Development of rural health services has been rather 
slow. This is due mainly to the shortage of staff avail- 
able for a rapid expansion of services, to the unsatis- 
factory training of various categories of personnel and 
also to inadequate supervision, which reduces health 
centres to mere dispensaries. 


As rural health centres develop, there is an increased 
need for referral services such as hospitals and labora- 
tories. “Far too little has been done in the Region to 
develop public health laboratories” comments Dr. Mani, 
“and it is hoped to increase WHO assistance in this 
field”, 
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In the field of maternal and child health, WHO and 
UNICEF continued to assist through urban or rural 
health centres and in developing the teaching of paedia- 
trics and obstetrics. 

WHO assistance in environmental sanitation has 
been concentrated, as before, on the education and train- 
ing of sanitary engineers and sanitarians and on the 
environmental sanitation aspects of rural health pro- 
grammes where pilot work has been promoted, e.g., in 
the state of Uttar Pradesh in India where house latrines 
in rural areas are becoming popular. In addition, survey 
of one urban sanitation project was started in the 
Greater Calcutta area. The Regional Office, through 
visits of advisers and consultations with the govern- 
ments, has also started exploring ways and means to 
assist governments in the setting up of community 
water supply programmes. 

Following the appointment of a Regional Adviser in 
Nutrition in the Regional Office, a review of the possi- 
bilities for WHO assistance in this subject has been 
undertaken. 

Assistance to médical education continued by pro- 
viding visiting professors and awarding fellowships. 
Direct assistance was given primarily in the teaching 
of non-clinical subjects and of preventive and social 
medicine. 

At last a tendency is slowly developing in some 
countries towards «closer co-operation between the 
national health administrations and other ministerial 
departments, e.g., the Ministry of Public Works for en- 
vironmental sanitation, Ministry of Food and Agricul- 
ture for nutrition, Ministry of Education for health 
education, etc. 


Hearte# HIGHLIGHTS COUNTRY BY COUNTRY 


AFGHANISTAN : 

The countrywide malaria eradication programme is 
in full swing. Training of personnel required for the 
programme is being carried out in the provinces as well 
as in the central malaria institute, Kabul. A total of 
2-7 million people were protected by DDT spraying and 
anti-larval measures in 1959. The figure for 1960 was 
estimated to be 3-2 million. 

A nation-wide campaign against smallpcx, aimed at 
vaccinating the entire population within five years, has 
been adopted by the Governmient. Vaccine production 
within the country was increased to more than two 
million doses. 

A Nursing Affairs Committee has been created by the 
Government to pave the way for a unified nursing policy 
for the country and standardisation of procedures. 

A new 40-bed women’s hospital at Kandahar has 
been completed as part of the government’s programme 
to expand hospital facilities. 

The country’s first course in school health education 
for teachers was conducted at a teacher-training school. 
A national advisory council on health education has 
been set up by the government. 

Orientation courses and field practice in rural health 
were organised for medical officers, medical students, 


sanitarians, auxiliary nurse-midwives atid rural develop- 
ment workers. 


BURMA : 

Eight new hospitals have been constructed by the 
Government and two, built earlier, have come into 
operation. A 200-bed hospital is under construction in 
Taunggyi. 

A new system of birth and death registration for the 
whole country, recommended by WHO, has, as a first 
step, been introduced in Rangoon and Insein. 

As against the target of 9°55 million people, about 
10-13 million were protected against malaria in 1959. 
The experiment of utilising voluntary labour in spray- 
ing operations has proved unsatisfactory and reorgani- 
sation is taking place. 

As part of the rural healh scheme 49 more rural 
health centres have been opened. 


CEYLON : 

Smallpox, cholera and plague are completely under 
control and malaria has reached a _ near-eradication 
stage. 

As the incidence of typhoid fever, dysenteries and 
other gastrointestinal infections continues to be high the 
National Planning Council has given high priority to en- 
viranmental sanitation and community water supply 
programmes. 

Good progress has been recorded in the special cam- 
paigns against tuberculosis, venereal diseases and leprosy. 


Under a phased programme for additional hospital 
beds, a new 300-bed eye hospital in Colombo is nearing 
completion. To oversome the congestion in the larger 
central hospitals, steps are being taken to provide the 
provincial and base hospitals with various specialised 
and laboratory services. 

There are plans to set up Ceylon’s second medical 
college in Kandy and a third near Colombo. The ad- 
mission capacity of the Colombo Medical College and of 
the nurse-training schools has been increased. 


INDIA : 

A health survey and planning committee has been 
set up by the Government to review progress in health 
services and make recommendations for the future. 

The full strength of the spraying units under the 
malaria eradication programme (230 endemic and 156-7& 
hypo-endemic units) is now in operation. Each of 
these is expected to cover a population of one million. 
In the first cycle of spraying in 1959 the total coverage 
was reported to be 93 per cent. The deficiencies noticed 
in the previous year’s spraying programme have been 
removed in 1959-60. 

The national tuberculosis programme, of which the 
National Tuberculosis Institute forms an important part, 
has made progress. A pilot study on BCG and another 
on the prevalence of infection among the 0-4 age group 
children were carried out. 

The recommendation of the central expert committee 
on smallpox and cholera for a three-year smallpox eradi- 


cation campaign has been accepted by the government. 
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INDONESIA : 

A new scheme for the control of tuberculosis on 
the basis of home treatment has been accepted in prin- 
ciple. 

The yaws programme continues to make headway 
despite a slowing down of work owing to shortage of 
funds. With the acquisition of a motor vessel, the Gov- 
ernment has been able to extend anti-yaws activities 
in the outer islands. 

Reorganisation of the health administration has been 
carried out with a view to making the health services 
more effective. 

The training and reference centre for rural health in 
Bekasi has begun work. Rural health training areas are 
being set up at provincial centres. 

The national malaria eradication services has been 
reorganised and the original programme modified after 
examining the staff and facilities available in the 
country. 

NEPAL : 

Health plans have received a larger budget alloca- 
tion and a higher priority. 

Nepal’s first Maternity Hospital and Child Welfare 
Centre has been opened. This will also be used as a 
practice field for student nurses and midwives. 

Under plans to develop health services in rural areas, 
16 out of the 54 rural health centres scheduled to be 
opened, have already started work. 


Several new sections have been created in the Direc- 
torate of Health Services as part of its reorganisation. 
Plans to create a regular cadre of medical officers atid 
nurses in the national health services are under way. 

Malaria eradication activities continued with emphasis 
on training of local staff, geographic surveys and spray- 
ing operations. 

THAILAND : 

Provision has been made in the country’s six-year 
development plan (1960-65) for special attention to be 
given to those aspects of health which have a direct 
bearing on the economic life of the people (e.g., the 
control of malaria, T.B., yaws etc.). 

The national malaria eradication programme is be- 
ing continued with assistance from the U.S. Interna- 
tional Co-operation Administration. A WHO advisory 
team made an appraisal of the programme in certain 
areas and its findings were sent to the Government. 


In the yaws control campaign the field workers are 
gradually undertaking wider public health activities 
such as vaccifiation, inoculation, leprosy case finding, 
and treatment of minor ailments. The first yaws work- 
ers’ training course on leprosy diagnosis and reporting 
was successfully completed. 

A TB pilot project has been started, with assistance 


from WHO and UNICEF, in Bangkok. Comparative 
tuberculin studies and test vaccinations with BCG 
were carried out. The vaccine prepared by the Rangkok 
laboratory has been found to be of good quality. 
Twenty-two second class health centres have been 
upgraded by the Government and 182 new midwifery 
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cetitres opened. Land is being acquired to open a third 
midwifery school at Khon Kaen. 

Leprosy control operations have been extended to 
five more provinces bringing a total of nine provinces 
in the country under the programme. From October 
1955 to March 1960, 27,002 patients had been brought 
under treatment. The total cost (Government+WHO+ 
UNICEF) of leprosy control in the pilot area (Khon Kaen 
province) is estimated at $4 a year per patient. 


NOTES AND NEWS 


The World Health Organisation 


The annual report of the Director-General of the 
World Health Organisation for 1959 shows the wide 
range of the assistance given by the Organisation to 
countries throughout the world, both directly in the 
form of projects adapted to particular needs, and 
through international technical services of the more tra- 
ditional type. 

The ‘project list’, occupying more than half the 
volume, gives particulars of the projects, numbering 
more than 500, in which the World Health Organisation 
has been co-operating with the Governments of some 140 
countries, sometimes in conjunction with other organisa- 
tions. A summary narrative for each project states its 
aim, the nature of the assistance and progress made 
during the year, and adds, where possible, an assess- 
ment of the results obtained. The list, grouped by 
country and subject title under each of the six regions 
of the World Health Organisation, includes inter-country 
and inter-regional projects in which help is given to 
groups of countries working together on common pro- 
blems—a type of project that appears to be increasing 
in importance. 

In his introduction, Dr. M. G. Candau, director-gene- 
ral of the Organisation, directs attention to the fact 
that in 1959 the Organisation’s work was carried on 
“against a general background of reduced tension in in- 
ternational affairs’’ and of “substantial improvement of 
economic conditions throughout the world, particularly 
in Europe”; and he finds growing evidence of the deter- 
mination of the world leaders to devote more of their 
countries’ resources to help nations still in the early 
steps of technological and economic development to raise 
their standards of living. 

In discussing some of the changes of emphasis in 
the Organisation’s programme, the director-general 
points out that communicable diseases remain one of 
the world’s most serious health problems. For some, 
more knowledge is required; for others, euch as malaria 
and smallpox, the methods are broadly known and what 
is wanted now is organisation, trained staff and money. 

Among diseases calling for increased vigilance are 
the treponematoses. More than 100 million people still 
live in low-prevalence yaws areas, in severai countries 
there has been a disturbing recrudescence of venereal 
syphilis, and a growing incidence of gonorrhoea has been 
found in 15 out of 22 countries surveyed. Investigations 
are being pursued in order to ensure that the most effec- 
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tive assistance can be given to countries combating these 
problems. 

With tuberculosis, recent findings which show that 
domiciliary chemotherapy may for most cases be as 
efficacious as treatment in sanatoria are of particular 
importance to the many countries where there is an 
acute shortage of sanatoria beds. 


Mention is also made of the newer developments 
against leprosy, bilharziasis, poliomyelitis and zoonoses, 
and of preparatory work with the view of eradicating 
smallpox. 

Much preparatory work has been done during the 
year for the expansion and intensification of the medi- 
cal research programme. Main targets and priorities, 
established with the guidance of the Advisory Committee 
on Medical Research, include the communicable diseases 
(with emphasis on viruses and diseases prevalent in 
tropical countries); for the highly industrialised coun- 
tries, the chronic diseases, particularly cancer and cardio- 
vascular troubles; nutrition, and problems of the in- 
creased risk of exposure to ionising radiations. The 
‘service to research’ will include standardisation of 
nomenclature techniques and equipment, and the expan- 
soon of, the Organisation’s system of international re- 
ference centres. 

Emphasis is also being given to the vast programme 
for the improvement of water supplies for communities, 
which is a primary objective in the attack on the enor- 
mous problems of environmental sanitation. The pro- 
gramme will be carried out in collaboration with depart- 
ments of public works and with public administrations 
and financial authorities. 

Annexes to the report give details of the member- 
ship of the Organisation, the main heads of the budget 
for 1959; and particulars of the secretariat structure and 
composition. 


Training of Paramedical Personnel 


The subject of the technical discussions at the thir- 
teenth session of the WHO Regional Committee for 
South-East Asia, which will be held in Indonesia later 
this year, will be “Evaluation of training programmes 
for paramedical personnel’. The training and use of 
auxiliary personnel has become an urgent problem im all 
countries of the Region, where the demand for health 
services is rising, particularly in rural areas, and the 
supply of professional health workers is inadequate. To 
help in the preparations for these discussions, Dr. N. 
R. BE. Fendall is spending five months in the Region, 
studying available information on the subject and visit- 
ing the various countries concerned. 

Dr. Fendall, who comes from New Zealand, is Assis- 
tant Director of Medical Services (Health) in Kenya, 
and a member of the OVerseas Civil Service of the 
United Kingdom. 


Indian Doctors in the Soviet Union 


On August 26, the andience hall of Moscow’s Friend- 
ship Club was filled to capacity. Moscow medical work- 
ers were playing host to their guests—a delegation of 


Indian doctors headed by Dr. H. N. Shivapuri, Presi- 
dent of the Indian Medical Association. 

The meeting was opened by Tatyana Zuyeva, Vice- 
President of the Union of Soviet Societies for Friendship 
with Foreign Countries. In her warm speech of welcome 
she expressed her happiness at the fact that Indian 
doctors were the guests of their colleagues in the Soviet 
Union. She expressed the confidence that the Indian 
doctors would utilise their stay in the Soviet Union for 
a thorough study of the achievements of Soviet medi- 
cine. 

Professor B. Petrov, Vice-President of the medical 
section of the U.S.S.R.-India Friendship Society, intro- 
duced the Indian guests to the Soviet medical workers 
present in the hall, among whom were Mr. Tarasov, 
Director of the Sklifassovsky Institute, Prof. V. Chaklin, 
of the Central Institute of Traumatology and Othropae- 
dics, Prof. M. Alexandrov, an eminent Soviet gynaeco- 
logist, and Prof. P. Androsoy, a director of the surgical 
clinic of the Sklifassovsky Institute, who took part in 
developing a new vessel-suturing instrument. 

Prof. Petrov stressed the profound interest shown by 
Soviet medical workers in expanding links with their 
Indian colleagues and exchanging scientific ideas to the 
benefit of the Soviet and Indian peoples. 

In their speeches in reply, Dr. Tandon, ‘Dr. Jalota and 
Dr. S. M. Sen thanked their Soviet colleagues for their 
warm feelings of friendship and understanding and noted 
that now, when the Soviet Union was helping the Indian 
people in building a number of pharmaceutical factories, 
the links between them were growing stronger than 
ever. Dr. Shivapuri remarked that the importance of 
the visit of Indian medical workers to the Soviet Union 
lay not only in the fact that they would have great op- 
portunities to exchange experience, but also because it 
symbolised the unswerving desire of the peace-loving 
peoples of India and the Soviet Union for world peace. 

On behalf of the Indian Medical Association, Dr. 
Shivapuri invited a delegation of Soviet medical workers 
to visit India in December to attend a conference of 
the Association. 


Leprosy Relief Work 


A successful function was organised in Berne by the 
Indian Ambassador, Mr. M. K. Vellodi on August 18, 
to educate the people of Switzerland in matters relating 
to leprosy and leprosy relief in India. The chief speaker 
on this occasion was Prof. Brand, who has been inti- 
mately connected with this kind of work at the Chris- 
tion Medical College, Vellore, for the last 14 years. 

Prof. Brand gave a talk, and illustrated it by a 
beautifully produced film, of which he himself is the 
author. The audience consisted of several distinguished 
surgeons, orthopaedists, social workers, representatives 
of the Government of Switzerland, and various other dis- 
tinguished citizens of Berne. On this occasion the 
President of the Society announced that the Society 
had decided to donate on hundred thousand francs to 
the Christian Medical College, Vellore, for work con- 
nected with leprosy. The meeting was also attended 
by Dr. J. Ross Innes, Medical Secretary of the British 
Leprosy Relief Association, who had specially come to 
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Berne from London on the invitation of the Indian 
Ambassador. Both the talk and the film were very 
much appreciated, and it may be said that, for the first 
time, a serious effort has successfully been made in 
Switzerland to educate the people in matters relating 
to leprosy and leprosy relief in India. 


Control of Leprosy in Andhra 


With a view to controlling leprosy in the State, the 
Government of Andhra Pradesh have established 15 
control units, with assistance from the Union Ministry 
of Health to undertake survey and treatment in endemic 
areas. Each centre covers a population of about sixty 
thousand and gives domiciliary treatment by adminis- 
tering sulpha tablets to persons suffering from the 
disease. 

Besides, a training centre has been started for train- 
ing medical personnel and doctors for the leprosy con- 
trol campaign at Tirupati. The Gandhi Memorial Lep- 
rosy Foundation have started a training centre at 
Chikalapalli, near Bobbili. 


Chest Disease Congress to Meet in New Delhi 


The International Congress on Chest Diseases has 
accepted India’s invitation to hold its seventh session 
in New Delhi. It is likely that the Delhi session will 
be held in january 1963. 

Dr. R. Vishwanathan, Director and Professor of the 
V. P. Chest Institute, Delhi University, who participated 
in the sixth international congress in Vienna, forwarded 
the invitation. 


Talks on Hereditary and Aberrant Cancer 


Speaking on “Origin and Growth of Cancer” at Bose 
Institute, Calcutta, on 7-9-60, Dr. P. C. Koller, Pro- 
fessor of Cytogenetics, University of London, differen- 
tiated between cancer to which hereditary factors might 
have contributed and that which was presumed to have 
been mainly due to aberrations of the chromosomal struc- 
ture. 

With the progress of civilisation, he said, the occur- 
rence of cancer appeared to have been increasing. In 
Britain the incidence of the disease had greatly risen. 
He referred to the possibility of a greater incidence of 
lung cancer among cigarette smokers. 


Dr. Koller thought that the higher rate of multipli- 
cation of cells in cancerous tissues indicated that from 
simple growth the rate of growth of cells in such tissues 
was changed to that in a bacteria or yeast cell. 


He illustrated with slides the effect of -radiation on 
normal and tumour cells. He also discussed the effect of 
chemical agents, called chemical mutagens, on cells and 
heredity. The mustard gas used in World War I by 
Germans was shown to have produced a change in the 
chromosomal and nuclear structure of cells. Mutation 
was also produced in the fruitfly, Dresophils. 


Probably, cancer-producing factors were mostly to be 
found in charge within the cellular structure, euch as 
chromosomal aberrations, Dr. Koller said. 
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Measures to Ensure Drugs’ Quality 


The Lok Sabha on 6-9-60 passed the Drugs (amend- 
ment) Bill which empowers the Central Government to 
control the manufacture of drugs and to appoint inspec- 
tors and analysts to ensure the quality of the drugs. 

The Bill, which has already been passed by the 
Rajya Sabha, was brought forward on the recommen- 
dations of the Pharmaceutical Enquiry Committee that 
the drugs standard control, which is being exercised by 
the State Governments, should be centralised for better 
enforcement. The Bill provides also a minimum punish- 
ment of one year’s imprisonment and fine for the manu- 
facture and sale of certain misbranded drugs. 


Cholera Vaccine by New Method 


Cholera vaccine is proposed to be produced in 
‘fermentors’ at the Haffkine Institute in Bombay. The 
fermentor-method of production is a process designed to 
facilitate continuous ‘tapping’ of vaccines whenever re- 
quired in large quantities at short notice. The fermen- 
tor method, which is in use in some antibiotic indus- 
tries, is expected to help the Haffkine Institute to dis- 
charge its obligation of quick supply with greater ease. 

At present the Institute ‘follows what is known as 
the ‘Haffkine flask’ method for producing vaccines. It 
is a laborious process requiring an endless array of small 
culture-flasks to be kept constantly ready for use when- 
ever necessary. Fermentors, when pressed into service, 
will ensure a steady and continuous supply of large 
quantities of the requisite vaccines which can be ‘tapped’ 
into ampoules, sealed and packed quickly. For a pilot 
project, the Institute has designed a 20-gallon-capacity 
fermentor and got it locally fabricated. When the 
scheme fot the switch over from flasks to fermentors is 
fully implemented, in about a year, the Institute will 
have large fermentors of about 100-gallon capacity each. 

The fermentor-method is expected to reduce the cost 
of production as it eliminates, among other factors, the 
need for separate sterilisation and distillation processes 
from individual flasks. At present cholera vaccine costs 
Rs. 1-25 nP. for a vial of ten doses. It will also reduce 
the production period from three weeks to one week. 

Vaccines for typhoid and plague can also be manu- 
factured in fermentors. But this is not considered 
necessary as the demand for them is not very great. 


Rs. 2-Lakh Scheme for Anti-tuberculosis Project 
in Dethi 


The Standing Committee of the Delhi Municipal 
Corporation recently approved a scheme prepared by the 
Commissioner for the treatment of tuberculosis patients. 
It sanctioned the creation of 12 posts of medical officers, 
health visitors and other officials for six months. The 
expenditure by way of wages, medicines and an x-ray 
unit will be about Rs. 2 lakhs. 

The Commissioner suggested that as a first step, the 
Corporation might introduce a domiciliary treatment 
scheme in a specified area where the incidence of tuber 
culosis was high. 

On the basis of available data, the area bounded by 
Kutab Road from Teliwara to the Kirori Mal School 
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site on the east, Bahadurgarh Road up to the municipal 
dispensary on the north, M. M. Road from the dispen- 
sary to Idgah Road crossing on the west and Idgah 
Road to Kirori Mal School on the south was considered 
most suitable for introducing the scheme. The estimated 
population of the area is 1:20 lakhs. 

The Commissioner’s report said that an estimated 
20,000 people in Delhi were suffering from tuberculosis 
and half of them were in an infective stage. The morta- 
lity rate in 1948-1957 had decreased from 0°5 per 1,000 
to 0-2 per 1,000 but the incidence rose from 2-7 per 1,000 
to 4:7 per 1,000. 

At present two hospitals and six clinics, aided by 26 
health visitors, were functioning in Delhi while the total 
bed strength at the hospitals was 1,213. Im 1958-59, 984 
patients were admitted at the S. J. T. B. Hospital and 624 
at the T. B. Hospital in Mehrauli. The number of cases 
recorded at the clinics was 13,799. 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed by correspondents. 


Treatment of Infective Hepatitis 


Sir,—Please allow me to comment on the above 
article by Prof. P. N. Laha in the Practitioners’ Series 
published in your issue dated July 16,1960, pp. 54-57. 
It gives a good account of the theory about this disease 
but little practical guidance in its management. 

Under diet, figures in grams and total calories are 
given without any detail of how and from which items 
of commonly available materials, these should be 
obtained. In this matter the general practitioners would 
welcome practical suggestions like, i cupful of curds, 2 
eggs, % seer of milk, etc., giving their approximate 
protein and calorie content. It is difficult for general 
practitioners to refer to various textbooks for tables of 
calories and work out details of a diet. The articles in 
the Practitioners’ Series should preferably provide these 
details. 

Under prevention, the dose of gamma globulin is 
given. It is my impression that gamma globulin is not 
commercially available in India. The writer should be 
specific about availability of drugs and reagents re- 
commended. 

Under hepatic coma—complication, the use of oral 
neomycin is recommended. This drug is not advertised 
in India and I presume that it is not available here. 
Similarly, in hepatic coma the use of sodium glutamate 
is advocated without mentioning whether it is to be 
given orally or parenterally. 

The source and the name of manufacturer should 
preferably be stated in case of uncommon drugs although 
it may raise issues of medical ethics and journalistic 
etiquette. 

An article in the Practitioners’ Series should be 
specially prepared taking into account the requirements 
of general practitioners and should contain as much of 
practical details as possible. If contributors kindly bear 


these points in view, I am sure, they will readily pro- 
vide the needed information. In this way the value 
of these articles will increase and their popularity will 
be enhanced. 


Ahmednagar. D. B. Law 


With reference to the comments by Dr. D. B. Lele 
on my article, Treatment of Infective Hepatitis (J. 
Indian M. A., 35: 54, 1960), my answers point by 
point are : 

1. Food habits differ widely, depending on personal 
habits, likes and dislikes, social and economic conditions, 
etc. As such it will be difficult to chalk out one or two 
scheduled diet charts for a patient of infective hepatitis 
where anorexia is an important symptom. Hence in my 
article, under diet, figures in grams have been detailed. 
Such a procedure is scientific and would also help a 
physician to prescribe diet for his patients of infective 
hepatitis depending upon, as said above, the habits, 
likes and dislikes, and other factors which may govern 
their (patients’) diet. It is presumed that every physi- 
cian possesses a basic knowledge of dietetics. He can 
always refer to any book or literature dealing with diet, 
if so required. I do not think that it would create a 
very difficult problem for a practitioner. 

2. It is true, that gamma globulin prescribed for 
prevention of infective hepatitis is mot freely available 
at present. But that does not warrant negation of its 
knowledge. 

3. Wide-spectrum antibiotics have been recommend- 
ed for the treatment of hepatic coma due to reasons 
as detailed in the article. Any one of them can be 
used. But neomycin, having certain advantages over 
other antibiotics, have been mentioned in the article. 
Depending upon its availability and cost it would be 
the antibiotic of choice. 

4. Sodium glutamate is to be administered intra- 
venously. 

In the end, I have to state that I am glad to 
note the comments about the article. More such com- 
ments would help writers to know the viewpoints of 
their readers and thereby there would be better orienta- 
tion of articles in Practitioners’ Series. 


Gwalior. P. N. LAHA 


Plight of Medical Officers im S.S.R.C./A.M.C. 


Srr,—The Short Service Regular Commission in the 
Army Medical Corps was reintroduced in the post- 
Independence era in 1948 with a tenure of 3 years’ 
service extendable up to 5 years. This term was fur- 
ther extended by another two years, i.e., altogether to 
7 years in 1953. Whereas all the other branches and 
arms of the Army have been making their irregular 
officers regular by abolishing-Temporary Commission and 
Short Service Regular Commission, why the medical 
branches are still recruiting on short term basis is in- 
comprehensible. It is equally difficult to understand 
why they have not yet absorbed all the S.S.R.C. Medi- 
cal Officers and taken them into the permanent cadre 
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by abolishing the S.S.R.C. Actually the Medical Direc- 
torate is maintaining three standards: (1) One for pet- 
manent regular Commission, i.e., 8 years of service— 
Major; (2) Emergency Commission, i.e., 10 years of Ser- 
vice—Major; (3) S.S.R.C.—No Majorship, whatever the 
period of service may be. 

In 1952/53 three-fourths of the total medical officers 
belonged to the cadre S.S.R.C. They were given most 
hazardous and arduous tasks under trying conditions and 
had to look after the health of all Defence personnel 
including the Army, the Navy and the Air Force. It is 
a fact that the Medical Directorate has created five top- 
ranking posts, viz., two Major Generals and three 
Brigadiers in the A.M.C. with the help of the numeri- 
cal strength of these S.S.R.C. Medica] Officers. In spite 
of all, these Medical Officers are thrown out in the wilder- 
ness of unemployment without even an adequate notice. 
There are cases on record where they have been released 
from the Army on two days’ notice. In fact the 5.S.R.C. 
Medical Officers are the most neglected of all officers 
in the Army. Nobody cares to look after their welfare. 
They have been exploited to the furthest extent. It 
is high time that this S.S.R.C. for Medical Officers 
should be abolished altogether. The Army is not de- 
riving any benefit from this type of service, neither is 
it doing any good to these ill-fated doctors. I am, etc. 


Calcutta. Bacchr 


At the All-India Medical Conference held at Indore 
in December 1959 a resolution was passed to stop Short 
Service Commission. The resolution is quoted below : 

Resolution No. 17—This Conference notes with con- 
cern that a large number of Short Service Commission- 
ed Officers in the Armed Forces Medical Service are 
thrown out of service sometime after 6 years or more. 
This is detrimental to the interest of the medical per- 
sonnel concerned and to the recruitment in emergency. 
This Conference urges upon the Government to absorb 
them permanently. 
? —Ep., J, Indian M, A. 


REVIEWS 


Childbirth without Fear—By Grantly Dick Read. 4th 
edition, 1960; William Heinemann Medical Books, 
Ltd., 15-16 Queen’s Street, Mayfair, London W. 1; 
9%" x5%"; pp. xvi+266; price 12s. 6d. net. 


The book is the outcome of the life-long work of the 
author as described in his preface to the fourth and the 
first edition. This is a work based on practice and clini- 
cal observation in practical obstetrics, as claimed by the 
author. The author has written exhaustively to esta- 
blish his theory of ‘fear-tension-pain syndrome’. Accord- 
ing to him, fear is the cause of all evils particularly 
pain in natural childbirth. 

In Chapter I, the author reviews some of the histori- 
cal facts concerned with the evolution and progress in 
the science of obstetrics. Further progress should 
be made and with this view in mind he endeavours to 
write the subsequent chapters of the books. 
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In Chapter II, motherhood has been discussed from 
several points of view. The author deplores that mother- 
hood has not received the consideration it deserves. He 
stresses the importance of natural childbirth without fear 
and of practice to that effect. According to the author 
fear-tension-pain syndrome should be understood and on 
the basis of this attempts should be made to allay the 
prospective mother’s fear from the very first visit. 

In Chapter III, the author describes this theory of 
natural childbirth. The woman in Whitechapel—whose 
labour the author had to attend about 30 years ago, 
and who refused to have the mask of chloroform, made 
a revelation to him. “It didn’t hurt. It wasn’t meant 
to, was it doctor?” He believed that superstition, civili- 
sation and culture influences the mind of the women 
and are responsible for the fear and anxieties of labour. 
According to him, fear, tension and pain are three evils 
opposed to the natural childbirth, They have been 
introduced in course of civilisation by the ignorance of 
those responsible for the management of childbirth. 

The anatomy and physiology of uterus, ovum, etc., 
have also been touched. He admits that the physiologi- 
cal principles assigned to Ratural-childbirth are not with- 
out dispute, but his comment on the physiology of child- 
birth has been made to clarify the object of the book. 


In Chapter V, the cause of pain in labour has been 
explained. The biological purpose of pain is protective 
and no physiological function in the body gives rise 
to pain in the normal course of health. How is it that 
normal childbirth should so consistently be associated 
with pain? Every effort has been made to impress on 
the reader how fear plays the most important contri- 
butory factor in the causation of pain in otherwise normal 
labour. 

In Chapter VI, factors lowering the pain threshold 
have been discussed. Anaemia, physical tiredness, mental 
worries are important. Depressions and disappointments 
are potent pain intensifier. Autosuggestion plays an im- 
portant role in pain production in labour. Impressions 
stored up in the memory of past experiences may have 
similar effect. The author maintains that no normal 
labour in a well trained mother should give rise to any 
discomfort necessitating anaesthesia. 


In Chapter VII and in subsequent ones the author 
explains the impoitance of fear in the production of 
pain. The influence of the emotional factor in pregnancy 
and parturition is now recognised. What is fear? An 
emotion arising from the primary instinct of flight. It 
is a natural protective agent which enables one to escape 
from danger; when danger is avoided there is no fear. 
He explains how from knowledge and training con- 
fidence may be brought in to eliminate fear. Apart from 
apprehension and doubt, every pregnant woman is sub- 
jected to fear-producing factors peculiar to pregnancy 
and childbirth, ¢.g., from early age the girls become 
aware that childbirth is pain-producing and is not with- 
out danger. The author explains how circumstances, 
descriptions in serious books and fiction add to it. 

In Chapter X, the author dilates on the effects of 
fear. How the expectant mother has been made to 
believe that she is to suffer from pain even if every- 
thing goes well. The author feels that the general teach- 
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ing in antenatal clinics is primarily scientific, only 
routine work is done and sufficient attention is not 
given to the emotional aspects to allay fear. The author 
rejoices in that this aspect is being appreciated more 
and more now-a-days. The diet in pregnancy has also 
been described and discussed. 

In Chapter XII, the phenomenon of labour has been 
described. How the author started to believe ‘Tense 
women, tense cervix.” Experience and practice helped 
him to introduce the practice of relaxation in pregnant 
women with beneficial result’ in producing painless 
labour. He advises the practice of relaxation to be 
started during the last four or five months of pregnancy. 

In Chapter XIII, relief of pain in labour has been 
described. According to him, it depends on proper 
understanding of the fear-tension-pain syndrome. Fear 
inhibits the normal sequence of events during labour. 
He believes that only those cases where the woman has 
not been prepared for childbirth—what he calls cultural 
labour—requires help for relieving pain. 

The author warns that his method must not be mis- 
understood for hypnosis. 

In Chapter XV, détsils pf his method of natural 
childbirth have been described for general understanding. 
The. general principles of good obstetrics must be re- 
cognised. In addition, he discusses the conduct of 
labour, from the point of view of the woman herself, 
her mental condition and changing emotional state, and 
describes his method of obtaining physical and mental 
relaxation by antenatal education. 

In subsequent chapters the importance of education 
of this natural process to women has been stressed, and 
breast feeding with its effects on the mother has been 
discussed. Detailed description of antenatal procedures 
and methods of preparation for labour have been in- 
cluded. There are photographs to illusttate the relaxing 
method and preliminary relaxation. 

The book is well bound. It should be read not only 
by men in the profession but also by pregnant mothers 
and women in general as intended by the author. 

D. GHOSE 


Surgery and Clinical Pathology in the Tropics —By 

Charles Bowesman, 0.B.E., B.A., M.D., F.R.C.S.B., F.A.C.S., 
D.t.M. & H. (&D.). 1960; E. & S. Livingstone Ltd., 
Edinburgh & London; 10” x7"; pp. viii+1068; price 
£5. 10s. Regd. postage abroad 6s. 


The book is a record of materials collected in various 
parts of West Africa. It is a voluminous book com- 
prising of 1050 pages of text divided into 30 chapters. 
There are 321 illustrations. 

There is a vast amount of information including that 
related to customs of different tribes and their indigenous 
ingenuity. 

It does not confine itself strictly to ‘surgery’ and 
gives meticulous details of surgical, medical and labora- 
tory procedures. 

The author advocates ‘basal circumcision’ for elephan- 
tiasis penis by retaining ‘all the inner skin of the pre- 
puce’ and ‘retracting (this) back to cover shaft of penis’. 


In the reviewer’s experience such cases come back with 
swelling of this retained skin and require a second 
operation. 

Written evidently for general medical officers, it will 
certainly be of great help to the lone worker working 
amongst underdeveloped people. It would have been 
more easily assimilable if it were less discursive and 
verbose. 

The get-up is excellent. 

S. D. 


Biology of the Pleurop ialike Organisms, Annals 
of the New York Academy of Sciences, Volume 79, 
Art. 10, January 15, 1960—Editor-in-Chief, Otto V. 
St. Whitelock; 9” x6”, pp. 454; price $5-00. 


The monograph consists of a series of papers pre- 
sented for the Conference and Biology of the Pleuro- 
pneumonialike Organisms held by the New York Aca- 
demy of Sciences. The papers have been adequately 
classified into seven parts comprising Morphology and 
Classification, Isolation and Propagation, Classification of 
PPLO, Physiology, Serology and Chemotherapy, Animal 
Pathology and Human Pathology. It is a very com- 
prehensive account of all the advancement of knowledge 
which has accumulated since last several years from in- 
tensive research on the PPLO group of organisms. 
Though naturally a very specialised monograph it should 
certainly be useful for those who are interested in the 
advancement of bacteriology. 


D. C. 


COR tIGENDUM 


It is regretted that the legends appearing with the 
photographs on page 333 of October 1, 1960 issue were 
inadvertently interchanged during printing. The photo- 
graphs are reproduced here with the correct legends. 


Dr. A. B. KotHari 
President 


Dr. V. B. MANKAD 
Chairman, Reception Committee 
XIII Gujarat, Saurashtra & Kutch Medical Conference 
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DUMEX OFFERS 
IDEAL NUTRITIONAL THERAPY TO SUIT 
INDIVIDUAL REQUIREMENTS 


 MULTIVITAPLEX 
(Tablets) 
DUMEX 


DUMEX PRIVATE LIMITED 
ICICI Building, 163, Third Road, 
Backbay Reclamation, Bombay 1 
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THE NEW GUARD 


DIABINESE 


brand of chlorpropamide 


provides greater protection and safety in diabetes on an economical once-a-day dose 


Science for the World's Well-Being Pfizer) 


PFIZER EASTERN CORPORATION 


New York, Panama & Brussels 


Exclusive Distributors in India: 
DUMEX PRIVATE LIMITED 
ICICI! Building, 163, Backbay Reclamation, 
BOMBAY 1 
* Trademark of Chas. Pfizer & Co. Inc. 


ADVANTAGES 


1. Diabinese has proved successful even where 
tolbutamide and carbutamide have failed 
2. Better tolerated than the older oral anti- 
diabetics (tolbutamide and carbutamide) 
3. Convenient once-a-day dosage schedule 
4. Economical: dose for dose Diabinese costs only 
half as much as the older oral antidiabetics 


DIABINESE is supplied as 100 mg. and 250 
mg. scored tablets in bottles of 30 and 100. 
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With Ephedrex allergic 

and spasmodic cough and 
allied conditions disappear 
quickly. For palatable 
Ephedrex syrup contains 
ephedrine, codeine and 
chlorpheniramine, an anti- 
histamine —the drugs 

best chosen in the treatment 
of such conditions. 


ALEMBIC CHEMICAL WORKS 


COMPANY LIMITED, BARODA-3 


put your confidence in Alembic 


J. 1. M. A. Advertise? xxi 
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COMPOSITION: 
Each 30 mil. contains : 
Ephedrine Hydrochloride BP. 60 mg. 
Codeine Phosphate B.P. 15 mq. 
a Chlorpheniramine Maleate U.S.P. 5 mg. 
Yow 


Wa. $8. No. 8 
The preparation of choice 


in the treatment of 


ASTHMA 


Felsol’s worldwide use and reputation rests securely on its 
immediate, safe and prolonged relief of bronchospasm—the 
chief factor in asthma, whatever the cause. Narcotic-free 
and easily administered, its complete effectiveness breaks the 
vicious circle of anxiety and apprehension, and strengthens 
resistance against 
recurring attacks. 
“I always prescribe Felsol— Doctors favour Felsol 
its action is so sure and swift.” because it inspires the 
self confidence soessen- 
tial to improvement 
in this difficult and 
distressing condition. 


Clinical sample and literature on request 
THE ANGLO-FRENCH DRUG COMPANY (ESTN.) LTD. 
24-26, TARDEO ROAD, BOMBAY, 7. 


BRITISH FELSOL COMPANY LTD., 
296/212 ST. JOHN STREET, LONDON, €E.C.! 


ben an ORAL SPECIFIC Covonaiy ts desired... 


Geom) 


1ON apaverine Hcl. B.P. .. mg. 
Phenobarbitone Sod.B.P. . 33 mg. Phenobarbitone Sod.B.P. 33 mg 

Coronary Artery diseases © Angina Pectoris © Myocardial Infarction « 

Arteriosclerotic Heart disease ® Cardiac Asthma or Paroxysmal 


Nocturnal dyspnea ¢ Congestive Cardiac failure ¢ Hypertension. 


Do not produce systemic fall in blood pressure @ Are well tolerated 


® Do not tend to induce gastric irritation © Non-habit forming and 
are mild hypnotics. Their high tolerability guarantees the use for 


long term administration. 


 Dosace: | In divided dose of | or 2 tablets twice or thrice a day after meals 
oS or as desired by the Physician. 


EEE =n pilfer proof bottles of 30 and 100 tablets. 
: Literature on Request. 
THE FAIRDEAL CORPORATION (PRIVATE) LTD. 
142-48, GHODBUNDER ROAD, JOGESHWARI, BOMBAY ~-42. 
REGO BRANCH: LAHA PAINT HOUSE, 7-CHITTARANJAN AVENUE, CALCUTTA 13 


eer eee 


xxii J. i. M. A. Advertiser 
4 
: 
pow 
pty 
ADVANTAGES 
x 


Oétober 16, 1960 J. M. A. Advertiser xtxill 


—— 


A Hallmark of Pharmaceutical Excellence 


Although many analgesic drugs have 

been discovered, none has proved safer or 
more generally useful than aspirin and 

is. two drugs, combined with 
caffeine and codeine in the formula 

for ‘CODRAL’, provide an analgesic tablet 
which has stood the test of time. For 


more than years, physicians have 
depended on this effective product, 

to provide prompt, dependable relief of 
pain. Today *CODRAL'’ stands out 
among products designed to relieve pain, 
as the most widely y 
analgesic combination in medicine. 


Packings Containers of 10 and 230 
_ Literature and prices on request - 


BURROUONS WELLCOME & CO. PRIVATE LTR 
BOX 200, BOMBAY. 
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Horlicks..” 


DOCTORS THROUGHOUT the world have prescribed 
Horlicks for their patients for more than 70 years. 
For Horlicks is a valuable dietetic aid when treating 
chronic respiratory diseases, gastric troubles, digestive 
disorders, or whenever adequate nourishment is need- 
ed without taxing the digestive process of the patient. 

But because of import restrictions necessary to con- 
serve foreign exchange, Horlicks has been difficult to 
buy for many months past. 

Now Horlicks is available again — not yet in 
Jarge quantities, but most shops have small supplies. 

So once again you can tell your patients “I want 
you to take Horlicks” with the knowledge that they 
will be able to get it and benefit from its nutritious 
and body-building qualities, 


Horlicks 


Syrup Alarex 
(For Asthma) 


As an ideal epmation of reputed 
indigenous antispasmodic drugs, e.g 
Kuth, Kantikari with 
aminophyllin etc., SYRUP ALAREX 
offers extraordinary relief in a large 
variety of Asthmatic conditions. 
For literatures apply :— 
Mendine Pharmaceutical Works, 


36/B Alipore Road, Calcutta-27. 


C.A. F. 


(CHLORAMPHENICOL USP) 
SEALED CAPSULES 


LEADING ANTIBIOTIC SINCE 1950 


In the treatment of : 


VARIOUS BACTERIAL INFECTIONS | 
In packing of 12's, 100’s, 500’s & 1000's capsules. 


PRICE 
12’s vial Rs. 3/50 
100’s packet .. Rs. 22/50 
500’s Bott 4110900 
1000's Bott 217/50 


For order of Rs. 30/- and above free delivery 
Product of : 
CHEMUNION 
LUGANO - SWITZERLAND 
Repacked & Distributed by : — 
AMARGHAND SOBACHAND 
Post Box No. 518 


96, NYNEAPPA NAICK STREET, 
Gram: “ZAMA” | MADRAS 3. Phone: 5262 
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sulphoquin) 


Each tablet contains: 

Phthaly! 

Sulphacetamide N.F. 0.5 G. 
Di-iodohydroxyquinoline 

B.P. 0.17G. 

lodochlorhydroxyquin U.S.P. 80 mg. 
Total alkaloids of of Belladona 
calculated as Hyoscyamine 0.05 mg. 


“Elphin House” 
Old Prabhadevi Road, Bombay 28. 


Controls Spermatorrhoea, 
Relieves Prostatic Obstruction 


REFERENCES: 

K. Gour, M.D., F.R.C_P-E., F.R.F.P.S.G., D.C_H. (Eng), D.P.H., 
and Sudhir Gupta, B.Sc., M.B.,B.S., D.C.H., Current Medical 
Practice, 1959, 3, 135. ta 

O. J. Jussawalla, M.S., F.R.CS. (E), PLCS. Journal of the Indias 

Medical Profession, 1956, 10, 964. 
&. C. Sahu, M.B.,B.S., D.P.H. (Eng.), D.C.H. (Lond.), D.T.M. & H. 


(Liverpool), F.D.S. (Lond.), The Medical Digest. 
1954, 9, 485. 


$. Ranade, B.Sc., M.B..BS., D.D.V., FIC. P. S. SPEMAN 
The Antiseptic, 1958, 2, 
Resistant Spermatorrhoea, 
and Entarged Prostate. 
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AMEBIASIS 


Intestinal and Extra-Intestinal 


Amebiasis may be asymptomatic or 
may produce symptoms indicating 
low grade infection, inflammatory 
colonic disease with or without 
diarrhea, or symptoms resembling 
appendicitis, gallbladder disease, or 
peptic ulcer.' 


“Frequently an unrecognized 
hepatitis coexists with 
intestinal amebiasis.” 


Investigators agree that complete treatment of amebiasis must include a drug effective 
— hepatic complications as well as one which eradicates the intestinal parasites. 
ilibis and Aralen are highly recommended for this purpose. 


ARALIS 


REGO. TRADE MARK 


Each tablet contains 250 mg. bismuth glycolylarsanilate* 
and 75 mg. chloroquine phosphate. 


Complete Therapy and Prophylaxis of Amebiasis 


For Intestinal amebic infestation—a powerful amebicide, virtually nontoxic and 
highly effective clinically. its relative insolubilicy assures high concentration 
in the large intestine. 


t ARALEN asco. raave 


For Extra-intestinal amebiasis—*‘specific for amebic hepatitis and amebic liver abscess.”"? 
= As effective as emetine but without its toxicity.’ 


WINTHROP PRODUCTS INC. 


$ Exclusive Distributors DEY'S MEDICAL STORES PRIVATE LTD. 
CALCUTTA, BOMBAY, DELHI, MADRAS, PATNA, GAUHATI, CUTTACK 


References 


P.C.: Am. Jour. Med., 12: 440, Apr., 1952 
H.E.: Ann. int. Med., 36: 110, jan., (952 
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SOVAN] 


SOLVES THE PROBLEM OF THE TREATMENT OF 


CHOLERA 


1. It STOPS the violent vomiting immediately. 
2. It CHANGES the Choleric appearance and restores confidence. 


3. It CONTROLS purging within three hours and bile pigments appear 
in the stool. 


4. IT IS ABSOLUTELY NON-TOXIC. 
5. It REDUCES the quantity and frequency of Saline Transfusion. 


6. It is a HERBAL substance derived from SAJINA (Moringa 
Pterygosperma ). 


For further particulars please write to:— 
M/s. ESSEM & CO., P-5, C.1.T. Road (Moulali Junc.) CALCUTTA - 14. 


AZMIN 


BRAND TABLETS 


Indicated in the treatment of Chronic Bronchitis, Bronchial 
and Cardiac Asthma. 


ALKAVIT 


BRAND 


Di-Sodium Hydrogen Citrate with Vitamin C. 


Indicated in Pyrexia and Febrile conditions due to Catarrh. Cold, Cough and Influenza : 
and also in infectious diseases ¢.g., Typhoid, Pneumonia, Pox etc. 


SULFOSOL 
BRAND 
Sodium Sulphacetamide Drops in 15% & 30% Solutions. 
Indicated in: — ; Blepharitis; Corneal ulcerations. 


Ears—Ottorrhoea ; Furunculosis ; Ulcerations; etc. 
Manufactured by:— 


Alliance Trading Corporation Private Limited 


15 SWINHOE LANE @ KASBA @ CALCUTTA-42. 
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Swiftly a mask is clapped on the patient's face and tired lungs breathe 
in deep draughts of the resuscitating gas. With a tired but happy sigh 
the surgeon peels off his gloves. The drama is over—another operation 
is successful—another life saved. I 


For twentyfive years Indian Oxygen have shouldered the responsibility for 
manufacturing and supplying medical and therapeutic gases. In addition. 
Indian Oxygen have provided the medical profession in India with modern 
gas therapy equipment and the service necessary for its maintenance. 


INDIAN 


OxVG E Years’ 
LIMITED Service 


Twentyfive 
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the first 


broad range 


original 
tranquillizer 


atarax 


(Hydroxyzine Hydrochloride) 

for 
Emotional 
Stability 


= UNI-U.C.B. (India) Pvt. Led., 


22, Bhulabhai Desai Road, BOMBAY 26. 


Your Health 


An Iilustrated Magazine Devoted to Health Education 
(for the public in general). Published Monthly 
BY THE INDIAN MEDICAL ASSOCIATION 


yy Deals with rules of healthy living. prevention of 
diseases, diet and nutrition, maternal welfare, child 
care and topics of health in general. 


+ Presented in simple English to assist the common man 
in India towards “positive health." 


vy Attractive printing with profuse illustrations. 
YOUR HEALTH is an excellent advertising medium 
with all-India coverage. 


Post-free subscription rates (from any month) :— 
INLAND : Rs. 8/- (1 yr.) Rs. 12/- (2 yrs.) 
FOREIGN : Re. 10/- (1 yr.) Rs. 16/- (2 yrs.) 


SINGLE COPY 75 WNAYA PAISE 
Advertisement rates and other Information from 


Hony. Secretary YOUR HEALTH 
23, Samavaya Mansions, Corporation Place, 
CALCUTTA 13, INDIA 


A NOVEL APPROACH TO THE 
CHEMOTHERAPY OF 
TUBERCULOSIS 
with 


PHY TEBIN—272 


(P-oxy-m-methoxy benzaldahyde — 
isonicotinoy! hydrazone) 


A NEW NONTOXIC TUBERCULOSTATIC 


CHEMOTHERAPEUTICAL 


widely used in the U.S.S.R., East 
Germany and Australia etc. Manufactured 
and Marketted in India for the first time 


By 


Phytosynth Laboratories 


P. B. NO. 65, COCHIN - 2. 
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Available again 
_ the trusted treatment 
for aches and pains 


BELLADONNA PLASTER 


B.P.C. 


Johnson's Belladonna Plaster s.P.c. 
is a safe, economical treatment for 
pains due to THREATENING BOILS, 
ABSCESSES, RHEUMATISM, LUMBAGO, 

r STIFFNESS OF MUSCLES OR 

SWELLING OF NERVES. Belladonna 

alkaloids help to relieve pain by 

partially blocking the sensory perception 
in the affected area. Valuable in 


everyday practice. 
| 


JOHNSON’s Belladonna Plaster s.P.c. 

is effective and easy to apply. 

Remove the plastic covering and PACKING: Each plaster 
place it on the affected area. No messy, is packed in a paper cover and 
time -consuming preparation is 24 covers rnees ine 
required. The perforations in the 
plaster allow the skin to breathe. 


‘Available at your nearest chemist, or from 


OF INDIA PRIVATE LTD 
30, Forjett Street, Bombay 26 


OR 

PARRY & CO. LTD. 

P.O. No. 12 P.O. No. 172 P.O. No. 208 
Madras | New De.tu Calcutta 
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imprint 
on each capsule of 


SYNTHOMYGETINE 


YELLOW-WHITE WITH YELLOW SEALING BAND 


Synthomycetine (Chloramphenicol 
Lepetit) has a wide range of 
antibacterial action (both Gram- 
negative and Gram-positive 
bacteria) possessing also a 
considerable antiviral activity. 
Known for its prompt penetration 
to the body fluids and tissues and 
rapid excretion, its use in clinical 
practice is very extensive. 


Ranbaxy & Co. Private Ltd. 


P. O. Box No. 104, NEW DELHI. 
BRANCHES : BOMBAY. CALCUTTA. DELHI, KANPUR. MADRAS. 
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For quick relief of inflammation and irritation of 
the SKIN, EYE or EAR, a suitable Predsolan preparation 
is available. Specify Predsolan to ensure that your 


patients get prednisolone ‘Glaxo’, one of the most active 


corticosteroids for topical use. 


Prednisolone acetate 0.5%. 3 g. tube. 


PREDSOLAN-N EYE/EAR DROPS 


Prednisolone acetate 0.5%, with neomycin 
sulphate 0.5%. 3 ml. polythene bottle. 


PREDSOLAN-N SKIN OINTMENT 


Prednisolone acetate 0.25%, with neomycin 
sulphate 0.5%. 5 g. tube. 


GLAXO LABORATORIES (INDIA) PRIVATE LTO. 
BOMBAY « CALCUTTA + MADRAS « NEW DELHI 


Geuhotie Vijayawada « Srinagar 


Depots 


ane : -N preparations contain neomycin to ide 

a 
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Reduces Muscular Tension 


all 


Tracing A, made before medication, reveals a marked action potential following 
the command to relax at point C. Note the difficulty and slowness with which 
the patient responded. 

In tracing B, even though a high action potential appeared at command point C 
the patient showed a Sad almost immediate ability to 


The remarkable effectiveness of EQUANIL 
' may be demonstrated in two ways. One is 
\ by its ability to relieve muscle spasm and ~~ 
neuromuscular tension.! The second is by its 
ability to relieve mental tension and anxiety. , 
1. Dickel, H. A., et al.: West. J. Surg., April, 1956. 
Usual Dosage: 1 tablet tid. The dose may be 
adjusted either up or down, according to the clinical 
response of the patient. ‘ 
Supplied: 0.4 Gm. tablets, bottles of 20, 100 and 250, 24 
0.2 Gm. tablets, bottles of 20 and 250. 


anti-anxiety factor with -muscle-relaxing action 
... relieves tension 


° 
JOHN WYETH & BROTHER LIMITED, LONDON 


(Incorporated in England with Limited Liability) 
Indian Branch: Steeicrete House, Dinshaw Wacha Road, Bombay |. 
* Trade Mark 
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UNICARBAZAN 


Potent antihistaminic, 
antiemetic & local anaesthetic too. 


Diethy! Carbamazine Citrate 50 mg. 
Chlorpheniramine maleate |.25 mg. 


Each 5 mi. contain ; 

Diethy! Carbamazine Citrate 120 mg. 
Chiorpheniramine maleate 3 mg. 

in syrup base. 


t COMPOSITION: 
Diethy! Carbamazine Citrave 0.4 G. 

; Chiorpheniramine maleate 10 mg. 
UNICHEM LASORATORIES Benzyl Alcohol 2% 


as preservative in 2 mi. 


INTRODUCING A SURE REMEDY 
For both Bacillary & Amoebic Dysenteries 


A PRODUCT OF 
ABCCGO 


cat. Gh 


| “Mehman Sara”, Bank Road, PATNA-1. 
Vijayawada Sales Depot: Adecco Ltd., Governorpet, VUAYAWADA-2”. 


Printed by Sri Tarani Kanta Basu at Sri Gouranga Press Private Ltd., 5, Chintamani Das Lane, Caicutta-0 and published 
by him on behalf of the Indian Medical Association from 23, Samavaya Mansions, Corporation Place, Calewtta-13, 
Editer—Dr. P. K. Guha, MB. MRCS. (Eng), DOMS. (Lond) 


= 
' 
Each tablet contains : repicat 
WA, |  Eosinophilia 
\4 Ascariasis 
___ ______H_ WH _ 
chloro ony Quincline 
ony sr. 
Papain 1-0 gr. 
Diastase 0-6 gr. ost 
Ext, Bac! (Solid) gr, yO . 
“Punjab Sales Depot : Adeco Ltd., Millergunj, LUDHIANA. 


Regd. No. C 1890 


For Intensive Treatment Of 


Each mi. Contains : 

Proteolysed Whole Liver 

Ext. equivalent orally to 

300 gm. of Fresh Liver 

with all its Factors 

Fortified with Vit.8, \ & PROTEOLYSED WHOLE LIVER EXTRACT 


30 meg-and Folic Acid 7S mg. FORTIFIED WITH VITAMIN B,, 


Issued in 2 mi. Ampoules in Boxes of 6, 12 & SO AND FOLIC ACID. 
and in Rubber-Capped Bottles of Simi. & 


Why 
* 


B-COMPLE X 


each cc. containsy 
Vitamin By 
Vitamin 82 (Riboflavin) 1 C.C, AMPOULES 
Panthenol (d-pantotheny! 
Choline Dihydrogen Citrate 
Benzyl alcohol as 
B.1.ELIXIR 
B-COMPLEX 


each fluid ounce contains> 


Vicamin 8; (Thiamine mononitrate) 
Vitamin 
Vitamin xin Hydrochloride: 


Panthenol (d-pantotheny! alcohol) 
Choline Dihydrogen Citrate 
Vitamin Bi. (cyanocobalamin) 
Alcohol by in @ Syrup base 


BENGAL IMMUNITY CO., LTD. 
153, Dheramtalle Street, Calcutta-13 


Cover and Advertisement pages printed at the Venus Printing Works 52/7, Bepin Behari Ganguly Street, Calcutta-12. 
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